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ORAL preparation 
for the effective 
treatment of 
trichomona! infections 


in femalies 


and malies 
Clinical evaluation has shown that a simple regime of 
treatment—a short course of tablets administered orally— 
will eradicate the trichomonads in a great majority of 
cases, even in many long standing infections. 


“a ‘Flagyl’ tablets are supplied in containers of 21 x 200 mg. 
@ This “‘Prescriber unit” provides the correct number of 
tablets for a complete course of treatment. 
MANUFACTURED BY 


MAY & BAKER LTD Detailed information is available on request 


An M&B brand Medical Product 
MMM MMM 
Distributors: PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD - DAGENHAM 
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pripsen as, at present, the remedy 
of choice for enterobiasise" 
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2-methylamino-5-pheny!-7 


7-chloro-3H-benzdiazapine-(!,4) 4-oxide hydrochloride hemihydrate 


The successor to the tranguillizers 


Literature 4 af s available from 
ROCHE PRODUCTS LIMITED. 15 MANCHESTER SQUARE, LONDON, W.1 
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DIET PROBLEM? 


TAKE A CARD when diet is an important 
factor in treatment, it saves valuable time if you 
can put your finger on an indexed card giving 
the appropriate diet 

The Energen Desk Filing Box with its selec- 
tion of standard diets is but one of the aids 
provided for the general practitioner by the 
Energen Dietary Service. Other facilities in- 
clude the preparation of special diets for 
individual cases, and consultations with a dieti- 
tian where desirable. These services are avail- 
able free in the United Kingdom. For full 
details please write to: The Manager 


THE ENERGEN DIETARY SERVICE 


25a Bryanston Square, London, W.1. Telephone: Ambassador 9332. 
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SHAW’S TEXTBOOK OF OPERATIVE GYNAECOLOGY 
Second Edition. Revised by JOHN HOWKINS, M.D., M.S., F.R.C.S., F.R.C.O.G. 
492 pages 467 illustrations £5 5s. 
“Surely the new standard textbook not merely additional to, but replacing most others. The 
drawings and their reproduction are superb.’’—Postgraduate Medical Journal. 





INTRODUCTION TO HEALTH 
STATISTICS 
By SATYA SWAROOP, ™.A., Ph.D., 
M.P.H., F.N.1. 
364 pages. 


THE DEVELOPMENT OF THE 
INFANT AND YOUNG CHILD 
Normal and Abnormal 


By R. S. ILLINGWORTH, M.D., F.R.C.P., 


42 illustrations 49s. 


ACTIVE ALERTED POSTURE 
By W. E. TUCKER, C.V.O., M.B.E., T.D., 
M.A., M.B., B.Ch., F.R.C.S.(Eng.) 
72 pages. 24 illustrations. 


Linson binding 10s. 6d. Rexine I7s. 6d. 


EARLY DIAGNOSIS 
Edited by HENRY MILLER, M.D., F.R.C.P. 


D.P.H., D.C.H. 
324 pages. 95 illustrations 


Reprint. 408 pages. 25s. 
27s. 6d. 4 
FAMILY PLANNING 

By J. F. ROBINSON, M.B., Ch.B. (author of “Having a Baby’’) 

64 pages. 24 illustrations. 3s. 6d. 
“Dr. Robinson has a flair for putting technical matters in simple language and the book should 
be most usefi.! for all people in need of the advice given.”—Extract from Foreword by 
Sir Andrew M. Claye 


~* ——— _TEVIOT PLACE, EDINBURGH ——— x 
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*“*A Cardiac Classic °’ 
CARDIOVASCULAR 
SOUND in HEALTH 


and DISEASE 
By Victor A. McKusick, M.D. 


i Associate Professor of Medicine, The Johns Hopkins University School of Medicine 


Beginning with a critical survey of cardiovascular sound, the author explores every 
phase in heart sound. Murmurs of various types and other specific disorders are 
covered. There is a chapter on physiologic, pharmacologic, physical and cther pro- 
cedures employed in the investigation of cardiovascular sound in man. Chapters on 
cardiovascular sound in animals and on lung sounds are also included. Throughout 
the book, spectral phonocardiography, a recent development, is used. 


575 pages. 600 illustrations. Price 120s. postage 2s. 9d. 


Bailliere. Tindall and Cox 


7-8 HENRIETTA STREET, LONDON, W.C.2 
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CLAY Luminous Spatula 


Recommended for medical and dental use; 
specially designed to give clear and direct 
illumination for examining ear, nose, throat, 
and teeth. 


This compact 4 in. torch with interchangeable 
spatula head requires no batteries, being 
rechargeable from the normal domestic 5-amp. 
socket. (Razor adaptor can be used for flat 
pin sockets.) Complete with interchangeable 
red and green lenses and extra bulb, it is also 
fitted with a magnetic attachment for securing 
to metal surfaces, thus leaving both hands 
free. Replacement parts are available. 


The equipment has many other uses in surgery 
and home, and as a car inspection lamp, etc 


Available through your Chemist, or for further information write to 
S. GUITERMAN AND COMPANY LIMITED, 37 SOHO SQUARE, LONDON, W.! 


ANTARCTICA 
Applications are invited for vacancies which exist 
for 
MEDICAL 
OFFICERS 


to undertake duty with the 


FALKLAND ISLANDS 
DEPENDENCIES SURVEY 


for two years 


Salaries are at a basic rate of £500 a year with extra 
allowances for qualifications and experience. Whilst in 
the Antarctic everything is provided free, including 
clothing, cigarettes, etc. Whilst on duty in U.K. an 
extra allowance of £150a year is payable before departure 
and £200 a year on return. Liberal leave on full salary 

Opportunities available for research under guidance 
of Medical Research Council 


Candidates, between 23 and 40, must possess qualifica- | 


tions registrable in U.K. Persons selected will be 
required to leave in October/November 

Write to the Crown Agents, 4 Millbank, London, 
S.W.1. State age, name in block letters, qualifications 
and experience and quote M3B/53010/PY. 











The Medical Service of 
The Royal Navy 


Vacancies for Medical Officers 


Candidates are invited, for Short Service 
Commissions of 3 years, on termination 
of which a gratuity of £690 (tax free) is 
payable. Ample opportunity is granted for 
transfer to Permanent Commissions on 
completion of one year’s total service. 
Officers so transferred are paid instead a 
grant of £1,500 (taxable). 


All entrants are required to be British 
subjects whose parents are British sub- 
jects, medically qualified, physically fit 
and to pass an interview. 


Full particulars from: 

THE ADMIRALTY 
MEDICAL DEPARTMENT 
QUEEN ANNE’S MANSIONS 
ST. JAMES’S PARK + LONDON, S.W.! 
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Eighty per cent paralyzed by polio, this young mother breathes diaphragmatically 
with only 50 per cent diaphragmatic function, Breathing was difficult in her old 
brace, causing physical exhaustion after a few hours in her wheel chair. 
Her Spencer Support and Brassiere are individually designed for her to: 

@ Stabilize paralyzed muscles so as not to impede the action of associated 

active muscles. 
@ Elevate abdominal organs to assist pulmonary ventilation. 
@ Maintain skeletal alignment to prevent further deterioration. 


Spencer has contributed to increasing vital capacity sufficiently to allow her to 
care for her home and family throughout a busy fourteen-hour day. 


For further information write to: 


SPENCER (BANBURY) LTD 
Consulting manufacturers of SURGICAL AND ORTHOPAEDIC SUPPORTS 


Spencer House - Banbury - Oxfordshire - Tel. Banbury 2265 


LONDON OFFICE: 2 South Audley Street, W.1. Tel. GROsvenor 4292 
APPLIANCES SUPPLIED UNDER THE NATIONAL HEALTH SERVICE 
THROUGH SUBSIDIARY COMPANY SPENCER (SURGICAL SUPPLIES) LTD, 
Trained Retailer-Fitters resident throughout the Kingdom. Name and Address 
of nearest Fitter supplied on request 
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*AIDS 
for the aged, 
infirm and 
handicapped 


From the 


well-known ‘ECONOMIC’ range 








Patented Bath 
Safety Rail 


Fitted to any bath in 
afew minutes suits 
all types of tap or 
bath. 


Swings out of the 
way when out of use. 
Rubber hand grips 
and tips. 


Patented Seataid 

Fits around any type of 
free standing W.C. Can 
also be used with kitchen 
or dining chairs. Easily dis- 
mantied for handling and 
transport. 

Write for Special Leaflet 
and Quotation 


CHARLES WINN & CO. LTD 


GRANVILLE SQUARE, BIRMIN 


Sanitary specialists for 100 years’ 




















New Britain General Hospital 
New Britain 
Connecticut 


Approved rotating internships, 320- 
bed general hospital, with approved 
residencies in pathology, medicine, 
surgery, and ob-gyn. Post-graduate 
teaching programme affiliated with 
Yale University School of Medicine. 
Salary $225 a month with mainten- 
ance, $60 additional in place of food. 
Free apartment for married interns. 
Additional $300 for travel expense. 
ECFMG certification required. Loca- 
ted half-way between Boston and New 
York. Apply Director of Medical 
Education. 


SAFEST 

AND BEST 

| PREPARATION 
OF 

OPIUM 























THE Nepenthe holds pride of place 


among the many preparations of 
Opium produced over the last 100 
years. Containing all the constit- 
vents of Opium, it does not cause 
the usual unpleasant after-effects, 
and is constantly effective over 
long periods. 

At the request of many doctors, 
Nepenthe has been produced ase 
sterile solution for parenteral in- 
jection, and both oral and sterile 
solutions can be prescribed with 
complete confidence. Packed in 2, 
4, 8 and 16 oz. botties and for in- 
jection in § oz. rubber - capped 
betties, sterile, ready for use. 


FERRIS & CO LTD. BRISTOL, 


'4 


TONALIX - MIST. TUSSINFANS 
SEDRESOL OINTMENT - SYROTUS 
SYRUP. PECTORALIS RUB 
LOTIO ZINC. SEDATIVA 
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ADHESIVE BANDAGING WITHOUT 
SKIN IRRITATION 


Rubber 
No | Resins or 


No irrit 


ating natura 


Poroplast considerably reduces the risk of skin irritation which often 
associates with the use of ordinary elastic adhesive bandages. It contains no 
rubber and none of the irritating natural resins or solvents usually embodied 
in adhesive plaster. 

Consequently Poroplast can remain in situ for long periods without causing 
irritation, and it has been well tolerated even On very sensitive skins. 

Poroplast is porous and has the same characteristics of elasticity, stretch and 
compression as ordinary elastic adhesive bandages. Its price is the same. It 
can be prescribed on N.H.S. In rolls 3” and 2$” wide (5-6 yards stretched). 
Sample roll on request. 


THE SCHOLL MFG. CO. LTD. - 182-204,ST. JOHN STREET - LONDON, E.C.I 
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a late 
holiday? 


There is no better way of 
spending a late summer 
or autumn holiday than to 
tour with your car on 

the Continent. 


The Silver City Air Ferry 
offers a choice of four 
year-round cross-Channel 
routes for cars and 
passengers to France 

and Beigium. 


You can be on the road in 
France in half-an-hour 
after leaving England and 
from October 1 specially 
reduced off-peak vehicie 
fares are availabie. 


SILVER CITY 
AIR FERRY 


Details from your Travel Agent 

the A.A., R.A.C. or direct from 
Silver City Airways Ltd. 
62, Brompton Road, 
London, S.W.3 
Kensington 4567 

















If the answer is: “* Everything!” you need a 
filing system to master the chaos before the 
chaos masters you — and the most masterly 
filing cabinets are made by Amerson. Smart, 
efficient, in a variety of colours and finishes, 
Amselock filing cabinets save you time — no 
hunting! — no worry; you cannot lose 
things! They are specially designed to 
accommodate N.H.S. Medical Records and 
can be built up gradually as your practice 
increases. 


For further information, please write to: 


AMERSON Ltd 


(Sole Proprietors of the Amselock Patents) 


| MAGNOID WORKS, ALBERT RD., BRISTOL 2 


Phone: BRISTOL 78054 


Amselock filing systems are also available from 


| leading Surgical Instrument and Office Equipment 


Suppliers. 
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3 Announcement § 


| HE Wright-Fleming Institute of Microbiology & 
>| a 
> J || has entered into an agreement with Beecham €- 
a ts : « 
> Research Laboratories Limited for promoting the G 
. €-« 
Z use of vaccines, toxoids and other products made e 
4 by the Institute for the prevention and treatment of > 
>|] disease. The biological products of the Institute will €- 
> G 
-y shortly be packaged and distributed to the medical CG 
2 — ' : €- 
3) profession, hospitals and pharmacists by Beecham lez 
A Research Laboratories Limited, iS 
2 | iS 
>» Te 
S| Jd. € 
>|) —s G 
>| = = 
>|) t- 
-) | BEECHAM RESEARCH «: 

: 
3 LABORATORIES LIMITED > 
>|] : 
> €- 
> lig 
>) * Enquiries regarding Wright-Fleming products should be addressed €- 
3 to Beecham Research Laboratories Limited, Brentford, England = 
>>| Telephone: Isleworth 4111 1G 
>» «- 
>» G 


>> || G 
=A & 
2 «- 
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In seconds 
the AMBU 
can be at work! 





The AMBU Resuscitator is one of the simplest 
of life-saving aids, consisting of a self- 
inflating rubber bag fitted with an air-inilet 
valve, a non-rebreathing vaive and a face- 
mask. By applying the mask and rhythmi- 
cally squeezing the bag, a patient's lungs can 
be effectively ventilated by anyone, any- 
where. The AMBU Resuscitator is invaluable 
in every type of rescue or emergency work 
involving the need for artificial respiration. 
AMBU Resuscitation Equipment, which in- 
cludes a compact and efficient foot-operated 
suction pump, can easily be carried any- 
where in a specially designed satchel. For 
demonstration and full details please com- 
municate with British Oxygen Gases Limited, 
Medical Division, Great West Road, Brentford, 
Middlesex. 


BRITISH OXYGEN GASES LTD 


Medical Division 


aD A Ko Company 
* ~ \ \ 


: ~ 
~ ape 





WANED 


disorders 


where inflammation is a problem 


Anusol-HC 


SUPPOSITORIES 
(containing 10 mg. hydrocortisone acetate) 


OINTMENT (hydrocortisone acetate 0.25%, ) 


in uncomplicated cases or as continuation therapy 


Anusol cecam 


SUPPOSITORIES 
OINTMENT 


the established formula prescribed more often than any 
other proprietary suppository in the world. 


WILLIAM R. WARNER & CO. LTD -: EASTLEIGH - HAMPSHIRE 








a new advance in the treatment of depression 








Fal 





A SAFE AND 
EFFECTIVE 
MA 0... 
INHIBITOR 


Nardil is a new kind of antidepressant which 
acts selectively on the brain 


Nardil acts rapidly, improvement is seen within 
the first week and often in the first few days 
Nardil is safe—toxic effects on blood or 

liver are extremely rare. 


Nardil has a simple and convenient dosage 
schedule (one tablet three times a day) 
which helps patient co-operation 


Nardil is economical in use. 


Basic N.H.S. cost only 4/11 (excl. p.t.) for 25 tablets. 


Nardil is available in bottles of 100 and 500 sugar- 
coated tablets each containing 15 mg. phenelzine. 


NARDIL 


Full technical information may be obtained from 


WILLIAM R. WARNER & CO. LTD., 
EASTLEIGH, HAMPSHIRE 
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IS NOW AVAILABLE WITH 
HYDROCORTISONE - FOR 
INFECTED SKIN LESIONS 
~ PARTICULARLY WHERE 
PRURITUS IS A FEATURE 
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When you examine 


TAMPAX 


please note... 


ay 








Please note a!so— 
How easy it is for your 
patients to insert. 


How flat Tampax expands 
to fit the vaginal canal. 


How gentle its contact with 
the vayinal epithelium. 


How dainty it is for the 
patient to remove. 


How well it is adapted 
to individual needs. 








How positive 
its wick action in 
absorbing the flux 


The high absorptive efficiency of Tampax is the best assurance your 
patients can have of dependable internal protection. For the strong 
capillary ‘wick’ action of the fine surgical cotton—from which the 
Tampax tampon is made—enables it to absorb the flux with active 
freedom, and transmit it evenly throughout its full length. 

This advantage may be readily demonstrated by immersing one 
end of a dry, opened tampon in a glass of water, with the other end 
hanging outside over the edge. The tampon, like a wick, unfailingly 
conveys water up over the rim to saturate the free end. 

When the Tampax is inserted intravaginally, this positive wick 
action prevents any blockage of the flow—since, with equal sure- 
ness, it draws the menstrual fluid away from the cervix uteri. 

The ease and convenience of using Tampax lend additional appeal 
to its efficacy. The compressed tampon may be inserted high in the 
vaginal vault by the simple operation of the individual applicator. 
Here it gently undergoes flat expansion, held intact by special cross- 
fibre stitching. A moisture-proof cord facilitates gentle removal. 


HAVE YOU TRIED THIS ‘WATER-TEST’ FOR ABSORPTIVE EFFICIENCY? 


Professional samples and literature will gladly be supplied by 
Medical Department, Tampax Limited, Havant, Hants. 


TAMPAX PROVIDES BETTER PHYSICAL MANAGEMENT OF MENSTRUAL HYGIENE 
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Early Diagnosis of 
Pregnancy - 
now oral! 


/ \ 
cf boehringer & soehne gmbh-mannheim 


Sun Mon Tu Wed Thur Fri Sat : 
: it y, 
yd 

27 — 


Only 
aU Temmele-tel-1-3-1 
establish 


diagnosis 


Gynaecosid 
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The introduction of ‘DECADRON’ has made steroid therapy in general practice safer 
than ever before. The patient receiving ‘DECADRON’ experiences a natural sense 
improvement in the condition. The doctor gains 
confidence from the knowledge that the increased potency of ‘DECADRON’ is not 
accompanied by a corresponding increase in side-effects. For example, anorexia, 
headache and hypertension are extremely rare. And with safety, 


of well-being which reflects the 


weight-loss, vertigo 
efficacy: ‘DECADRON’ is the most potent known steroid. 


*‘DECADRON'’ (dexamethasone) Is available in TWO strengths: ‘DECADRON’-75 (0.75 mg.), green half-scored 


tablets, and ‘DECADRON’ (0.5 mg.), yellow tablets (plain and enteric-coated) 
United Kingdom N.H.S. bas oste are Ge. 3d. for 10x 0.5 mg. tablets and 9s. Sd. for 10 x 0.75 mg. tablets. 


Made in England by 
MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS 





A milligram - wore intime... 


altife (3-8 relief of migraine with 


_s=->-3 ergotamine 
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Each Cofergot.Q toblét contains "Sy 92 
mg. Ergotomine Tartrate BP 
100 mg. Coffeine 8 P 
» a chocolate Havoured base 
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A more potent antihistaminic—rapid, 
strong, and prolonged in its action... 
with no serious side-effects 


Of the many antihistamine compounds available today, Daneral is 


except for it rong, rapid, and prolonged action. Even small 
doses a ient to counteract the histamine effects that occur 


reaction. Daneral also has a strong anti- 
t also reduces capillary permeability 

free of toxic side reactions and has no pro- 
od yod-pressure of vascular resistance. 
Indications: trials have established the effective- 
ness of Dans j st ‘gic conditions. It also has value in 
many 1 clearallergic origin or tissue reaction. 
In hay feve vaso-motorrhinitis Daneral isespecially effective. 
] urticaria and angioneurotic oedema; 

pruritus. In general medicine bronch- 
ial asthma and cardiac asthma are helped by Daneral. 
Pach O ms lets—tubes of 20 and bottles of 250. 

tubes of 10 and bottles of 100. 


serum rea 


ANTIHISTAMINE 


For your files :—If you would like to have fuller information about this new 


antihistamine. DANFERAL, write to 
HOECHST emp TOR aE IMITED, SLOUGH, BUCKS 
itors in the United Kingdom: HORLICKS LIMITED, SLOUGH, BUCKS 


lé 





Hezema twi: 





Acute Infective Eczema before After 5 days’ treatment (Cambison 0.5% 
treatment twice a day) 






Steroid ointments are frequently 
successful in varieties of eczema 
that have resisted other therapy 







They have the advantage of being anti-allergic, anti-inflam- 
matory and anti-pruritic. Even severe itching is usually 
relieved in a few hours, and hyperaemia, swelling, and 
exudation reduced during the first day of treatment. 
Cambison ointment combines the steriod prednisolone 
with a two-fold protection against infection. Not only does 
it include the antibiotic neomycin, which is highly effective 
against staphylococci and streptococci, but also a quinoly- 
a lurea compound with chemotherapeutic action particularly 











directed against gram-positive organisms. This combination 
widens the antimicrobial spectrum and enhances the anti- 


Case bacterial effect. 
Cambison is indicated in cases of acute and chronic eczema 


and dermatitis, particularly where infection is present 


for or threatened. 
Packs: Tubes of 5G and 20G. Available with prednisolone 0.25% or 0.5% 









Oi pervoscyeyal 


ANTIBACTERIAL PREONISOLONE OINTMENT 









For your files: If you would like to have information about this new treatment 
Cambison, write to:—HOECHST PHARMACEUTICALS LTD., SLOUGH, BUCKS 
Sole distributors in the United Kingdom: HORLICES LIMITED, SLOUGH, BUCKS 
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Chronic erudative eczema on back of the Result after 2 days of treatment. 


lé 


a 
case 


for 


ft h 


ind. Severe itching and weeping 


New ointment combines 
advantages of the corticosteroids 
with traditional ichthammol 

type therapy 


In chronic dermatoses, steroid ointments alone do not always 
effect radical cures. 

Tumeson (Tumenol Prednisolone Ointment) combines the 
advantages of the corticosteroids with more traditional 
therapy. 

It has two components:— 

Prednisolone 0.25%, with its well-known anti-inflammatory 

and anti-allergic properties. 

Tumenol Ammonium, a bituminous shale tar-oil similar to 

ichthammol, which is widely used in sub-acute and chronic 

skin conditions. As well as having an anti-inflammatory 
and anti-pruritic effect, it is a vasoconstricting agent’with 
fungicidal and bacteriocidal properties. 

Where a rapid, pronounced and sustained anti-pruritic and 
anti-eczematous action is called for, Tumeson is especially 
useful. 

Packs: tubes of 5 G. and 20 G. 


TUMENOL PREDNISOLONE OINTMENT 


For your files: If you would like to have information about this new treatment, 
Tumeson, write to:—HOECHST PHARMACEUTICALS LIMITED, SLOUGH, BUCKS 
Sole distributors in the United Kingdom: HORLICES LIMITED, SLOUGH, BUCES 





Athletes Foot 


Ringworm of the feet After 7 days’ treatment with Jadit 


An effective new treatment 
that is odourless and colourless 


Fungus infections of the skin—and particularly ‘athlete’s foot’—still 
remain a prevalent cause of distress and morbidity. The need for a reliable 
and cosmetically acceptable local treatment is greater than ever before. 

The advantage of Jadit (chlorhydroxybenzoic acid butylamide) is that it 
provides a potent fungicidal action that is practically unimpaired in the 
presence of tissue protein. It is elegant, simple and safe. 


For inflammatory and allergic mycotic 
reactions, hydrocortisone is added 


Jadit ‘H’ contains 0.5% of hydrocortisone, which has a reliable anti-inflam- 
matory, anti-allergic and antipruritic action. In combination with Jadit’s 
antimycotic action, hydrocortisone suppresses inflammatory reactions. 


Packs 

Jadit Ointment. Tube of 20g. Jadit ‘H* Ointment....Tube of 5 g. 
Jadit Solution... Bottle of 30ml. Jadit ‘H’ Solution....Bottle of 6 ml. 
Jadit Powder... Container of 40 g. 


CHLORHYDROXYBENZOIC ACID BUTYLAMIDE 0.5% HYDROCORTISONE ADDED 


For your files:—If you would like to have fuller information about these 
new treatments of fungus infections of the skin, write to:— 

HOECHST PHARMACEUTICALS LIMITED, SLOUGH, BUCKS 

Sole distributors in the United Kingdom: HORLICKS LIMITED, SLOUGH, BUCKS 
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the one-dose-daily diuretic 


Neo-NacClex 
Trade Mark 
bendro 
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wore GIstrloutors in ihe United Kingdom: HORLICKS LIMITED, SLOUGH, BUCKS 
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WELLDORM can end 


the barbiturate menace 














0, 
80% of all accidental deaths by poisoning 
are caused by BARBITURATES 


0 
15% of all suicidal deaths by drugs are 
caused by BARBITURATES 


WELLDORM IS KNOWN AS “BONADORM’ IN AUSTRALIA AND ‘DORMWELL’ IN THE REMAINDER OF THE BRITISH COMMONWEALTH 





@taxo tLABCOCRATORI' EBS timires ~ 4 i 
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Welldorm is safer than barbiturates 


Welldorm is a non-barbiturate compound that can be 
prescribed with confidence wherever a sedative, a hypnotic 
or a mild analgesic is indicated. It gives six to eight hours 
of natural refreshing sleep—with no dull, lethargic feeling 
next morning as there is with the barbiturates. 

Welldorm can be given with safety to the very young and 
the very old; to the adolescent and the middle-aged; to 
those in mild pain and those who are tense and anxious. 
Welldorm is well tolerated and rarely causes nausea or 
gastric irritation. 


INDICATIONS Night-time sedation of all age groups. 
Obstinate cases of sleeplessness associated with anxiety, 
hyperexcitability or mild pain. For acute bronchitics with 
impaired respiratory function requiring a hypnotic. 

As a daytime sedative. 


WELLDORM is the safe, effective 


brand dichloralphenazone 


non-barbiturate sedative/hypnotic 


The basic nus cost from the dispensing packs is 1d. a tablet 
for adults and a 4d. a tablet for children. 


$® 


Smith & Nephew Pharmaceuticals Limited 


WELWYN GARDEN CITY * HERTFORDSHIRE. 
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in oedema 
hypertension 
suppression of lactation 
toxaemia of pregnancy 
sodium retention syndromes 


NEW 


Contig 


the more potent diuretic 
that promotes physiological diuresis 





CENTYL—THE SELECTIVE DIURETIC 
selective sodium and chloride excretion without potassium depletion 
Centyl is a new and improved diuretic discovered in the Leo Laboratories in Copenhagen, Denmark. 
Given orally, Centyl is 100 times more potent than chlorothiazide, weight for weight, 
and almost twice as effective as the parenteral mercurials. Further, although the sodium 
excretion rate is greatly increased, potassium excretion normally remains within physiological limits. 
Thus Centy!, promoting physiological diuresis, approaches the criteria for the ideal diuretic. 


CENTYL promotes physiological diuresis 
Centyl is bendrofiuazide: It is available in 2-5 mg. or 5 mg. tablets, in bottles of 


25, 100 and 500. Average basic NHs cost of Centyl treatment is 
as low as 8d to 2/- per week. 


= 
eth 
te 
Samples and literature available from 
Leo Laboratories, 223 Kensington High Street. London W.& 
Centyl” ta @ registered trade mark LB 38 
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WELLDORM ELIXIR for children 


and those who can’t swallow tablets 








Welldorm is a safe, effective 
and reliable alternative to the 
barbiturates. Unlike such drugs, 
Welldorm does not provoke 
excitability and restlessness in 
children. 


Now Welldorm is available as 
pleasant-tasting WELLDORM 
ELIXIR, containing 24 grains 
per teaspoonful. 

WELLDORM ELIXIR will be wel- 
comed equally by old people 
and those who find tablets 
difficult to swallow. 


THE DOSE 


[ 





WELLDORM ELIXIR 24 grain tablet 








sedative 1-3 teaspoonfuis 1-3 tabiets 





CHILDREN 


hypnotic 2-6 teaspoonfuis 2-6 tabiets 





sedative 4-t tablespoonful 1 tablet * 





ADULTS 


hypnotic 1-3 tablespoonfuils 2-4 tabiets _ 




















Welldorm Elixir is supplied in bottles of 4 and 20 fluid ounces. Basic N.H.S. Prices 3/6 and 15/- 


WELLDORW safe sedative/hypnotic 
for all ages 


Qo Smith & Nephew Pharmaceuticals Limited 


WELWYN GARDEN CITY HERTFORDSHIRE 
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BROXIL 


can now be given as SYRUP 
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wake readily accepted and palatable 


presentation giving 


the rapidly attained 
high-peak blood levels 


characteristic of Broxil. 


Supplied as a powder for preparation of 60 ml. Syrup. Each 5 ml. teaspoonful 
contains 125 mg. of 6-(a-phenoxypropionamido)penicillanic 
acid as potassium salt 


N.H.S. Price... 12/4 


> fy 


Be @ BEECHAM RESEARCH Laboratories itd., BRENTFORD, MIDDLESEX 
- =e 


Telephone: ISL 
a 
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A rational 
procedure 


WHEN PRESCRIBING ELASTIC HOSIERY : 


ALL AVERAGE CASES 


Generally preferred Thigh Stockings, 
for Women FE Jastic Yarn, Scholl. 
(virtually invisible under usual hose) 





Generally preferred Below-knee Stockings, 
forMen Elastic Yarn, Scholl. 
(non-slip without suspenders) 


EARLY VARICES 


Thigh Stockings, 
Nylastik, Scholl. 


For Women = (Full-footed) 





These lightweight nylon elastic 
stockings provide a degree of 
support which is entirely adequate 
in many cases of early varices, 
and in pregnancy. 


The name Scholl ensures 
support, fit and comfort 


PRESCRIBABLE ON N.H.S. 


THE SCHOLL MFG. CO. LTD., 182-204, ST. JOHN STREET, LONDON, E.C.1 
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when the problem is 
basically 


a matter 


of Mind 


0 ver Mucosa Anxiety, frustration, and similar manifestations 


of nervous or emotional stress are known to 
play a vital role in the aetiology of peptic ulcer 
and other gastro-intestinal disorders. Effective 
treatment of these conditions, therefore, 
should do more than provide transient relief 
of distressing local symptoms—it should also 
act decisively at the primary source of the 
trouble. 

‘STELABID’ now places in the hands of the 
practitioner the means of implementing this 
essential dual approach to therapy. 


Consider the * relieves anxiety and tension 
Unique * reduces gastric secretion 
4-point Action * inhibits motility and spasm 
of * prevents nausea and vomiting 


‘Stelabid 


Each tablet contains | mg. ‘Stelazine‘ (trifluoperazine) 
calms yet leaves the patient alert—and 5 mg 
‘Tyrimide’ (isopropamide iodide)—the powerful 
anticholinergic with the day-long action 


COMBATS CAUSE AND EFFECT IN DIGESTIVE DYSFUNCTION 


anew product of _—_ SMITH KLINE & FRENCH LABORATORIES LTD 
Welwyn Garden City, Herts 


‘Stelabid’, ‘Stelazine’ & ‘Tyrimide’ are trade marks 


Brit. Pat. No. 772921 SBD:PA190 (col 
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Elestol 
— treatment for rheumatoid 


An important advance in the 
treatment of rheumatoid arthritis 
ELESTOL contains chloroquine 
phosphate (Resochin). This drug 
gives good to excellent results in 70°, 
of patients treated. In more than a 
third of the patients long-lasting 
remission of the disease has 

been reported. 

For radical remission of rheumatoid 
arthritis, plus immediate 
symptomatic relief. 


tlestol 2 tablets t.i.d. 


Each Elestol tablet contains chloroquine 
phosphate (Resochin) 40 mg. (for radical 
remission); aspirin 200 mg. and prednisone 
0.75 mg. (for rapid symptomatic relief). 


For radical, lasting remission of rheumatoid 
arthritis when symptomatic relief is not vital, 
and for maintenance therapy 


Resochin 1 tablet daily 


Each Resochin tablet contains chloroquine 
phosphate 250 mg. 


FARBENFABRIKEN BAYER AG. LEVERKUSEN 


Sole distributors in the United Kingdom 
BA Pharmaceuticals Ltd 


37-41 Bedford Row London WC1 


“ELESTOL and ‘RESOCHIN' are trede mark: 









Pregnant or not 





WITH TWO TABLETS OF 


Primodos 


ee ee 


G 








SCHERING A. G. BERLIN 























Dramamine 


BRAND OF DIMENHYDRINATE 


3 oe 
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but we’ve advanced since then in every technological 
direction. In medicine, too, drugs like Lreprermycin are 
revolutionizing therapy. 
Lepermycin demethylchlortetracycline has quickly established 
itself as the superior broadspectrum antibiotic—because it 
improves on every virtue of earlier tetracyclines, Its dosage is 
lower—its stability is greater—its peak levels are higher 
and its side effects are fewer. 


Ledermycin 


Denrry 


PRESENTATION: Dry-/illed two-tone capsules of 150 mg. in bottles of 16, 100 and 1000 capsules 


LEOBERLE LABORATORIES 


a divis 


ANAM FE GREAT BRITAIN LTD adon WC2 
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makes the most intimate contact with the skin 


PREDSOL 
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clearly the most soluble prednisolone 


Predso!l is a Glaxo trade mark 


LIMITED 


LABORATORIES 


LAXO 
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All very well in its time ... 


: but we've advanced since then in every technolovica 
direction. In medicine, too, drugs like Lepermycin are 
revolutionizing therapy. 
demethylchlortetracycline has quickly established 
the superior broadspectrum antibiotic—because it 
Improves ON every virtue of earlier teltrac vclines. Its dosave is 
lower—its stability is greater—its peak levels are higher 


and its side effects are fewer. 


Ledermycin 


PRESENTATION 


LEDE RLE LABORATORIES 


* 
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makes the most intimate contact with the skin 


PREDSOL 


Predsol Ointments and Creams contain no insoluble 
hormone particles. 
Predsol is water-soluble Prednisolone phosphate. 


Predsol Cream (originally Predsol Ointment No. 1 non-greasy) 

Predsol-N* Cream originally Predsol-N Ointment No. 1 non-greasy) 
Predsol Ointment originally Predsol Ointment No. 2 greasy) 

Predsol-N* Ointment (originally Predsol-N Ointment No. 2 greasy) 

* containing 05°,, Neomycin Sulphate 

all in tubes of 5 and 15 grams, in strengths of 0-25°,, and 0-5% 


ll 


| 
| 


ll 


PREDSOL 


clearly the most soluble prednisolone 


TORIES LIMITED 
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Acnil Cream 


Genatosan Ltd 
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SILBEPHYLLINE 


AN IMPROVED THEOPHYLLINE THERAPY 


SILBEPHYLLINE introduces several important 
advances over conventional aminophylline therapy: 


ADVANTAGES: 


f Intramuscular injec- 
tions are PAINLESS. 


2 Tablets do nor pro- 
duce nausea or gastric 
irritation. 


3 Suppositories do Nor 
give rise to proctitis. 


= 


SILBEPHYLLINE 
is a derivative of theophylline which has a 
therapeutic activity comparable with amino- 
phylline, but without unpleasant side effects. 


INDICATIONS: Left ventricular failure. 
Congestive cardiac failure 
Bronchial asthma. 


PACKINGS: Ampoules: boxes of 6 and 50. 
Suppositories: boxes of 6 and 50 
Tablets: packs of 24 and 100. 


Samples and literature available on request 


SILTEN LTO -SILTEN HOUSE-HATFIELO-HERTS Hatfield 30/2 
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penetrating + non-staining - non-irritating 
mildly analgesic - pleasant to use 








new potent antifunga 


in three presentations 


AMOXAL GEL especially for athlete’s foot and most other tinea infections. 
AMOXAL CREAM for dry scaly lesions or large raw areas of skin. 
AMOXAL DUSTING POWDER antifungal and deodorant, for use with the GEL 


Or CREAM, and to prevent re-infection from shoes and socks. 


Clinical samples and further information will be sent on request. 

AMOXAL GEL contains o-pentyloxyb loxyacetophenone 2°% and salicylic acid 
1°, in an alcohol gel base. AMOXAL CREAM contains the same ingredients in a cream base. AMOXAL 
DUSTING POWDER contains o-penty] ind hexachlorophane 0.5% in a puffer pack. 
Gel and 


The bastc NHS cost of the 
r is 4/-; all subject to Purchase Tax. 


Amoxal Cream 1s 3/-, and that the ioxal Dusting de 


Qd Smith & Nephew Pharmaceuticals Limited 


WELWYN GARDEN CITY * HERTFORDSHIRE 
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MAKING FOR 
THE BEST 


...and Cow & Gate Infant Milk Food 
are the best when natural feeding fails 
Safe, digestible and of unvarying 
still lend then 
ation to suit 
1al child 
with the utmost 
conhidens 
The wide 
include 
almost ev 


( 


opies of tl I k of easy ‘ference, which give inaly alorific values 
and die ic indicatior \ obtained free on applicat oO 
The Medical & Researct artment w & Gate Ltd., Guildford, Surrey 


COW & GATE MILK FOODS 


GUILDFORD - SURREY 








**Melleril was superior to all other phenothiazines in its 
ability to bring about clinical improvement in florid and 


overactive schizophrenics with 


* The most striking aspect of Melleril therapy 


SANDOZ 


is the poverty ol side-effects.” 


J. Amer. med. A (1959) 170, 1283 


| 
| 
| 
| 
| 
| 
| 
the minimum of side-elfects : 
J. ment. Sci. (1960) 106, 732 = 
! 
| 
| 
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».-2:I1nm mental and emotional disturbance 








CONFIDENCE with simplicity 


Nn 

















Hygroton 
Geigy 


diuretic 

omfortable 

~ patient acceptable 
gentle action 


, : , 
Hygroton is available in tablets containing 1-Oxo-3-(3’-sulphamoyl-4- 


chloropheny!l)-3-hydroxy-isoindoline 100 mg in containers of 15, 100, 500 


Geigy Pharmaceutical Company Ltd., Wythenshawe, Manchester 23 


PH 156 
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A NEW PRODUCT 
ANNOUNCEMENT 





‘STELADEX’ 


ation of ‘Stelazine’ (trifluoperazine), with ‘Dexe- 

1 ‘Spansule’ form, is designed to meet the widest 

requirements of therapy for obese patients with the best 
resources now available to medicine. 


*Steladex' curbs the patient's appetite all day long with one 
morning dose 

suppresses any psychoneurotic factors that may underlie the 
obesity 

alleviates the stresses of dieting, leaves the patient composed 
but alert. 





SMITH KLINE & FRENCH LABORATORIES LTD 
Welwyn Garden City - Herts 


nd dexamphetamine sulphate 10 mg 


SSTX:PA150 rhs. *Brit. Pat. Nos. 715305, 742007 





ANNOUNCEMENTS 








Combined low dosage 
antirheumatic 
Minimizes the risk of 
hormonal imbalance 


Dosage: 

Initially 2 tablets tt 
daily or one three 
Tablets containir 
30, 150 and 600 
Geigy Pharmaceut 


Delta-Butazolidin 


} preacr 


sone B.P 


ntenance dose of 2 tablets twice 


n containers of 





when the diagnosis is chronic urinary infection... 


Mandelamine affords effective, economical, antibacterial 
control against a wide range of pathogens, and is 
safe for long-term therapy. 


MANDELAMINE HAFGRAMS 


TRADE MARK 





safer than sulphonamides. 
cheaper than antibiotics. 


when the symptoms 
include severe pain 


... the specific analgesic action of 


PYRIDIUM is indicated. 


WILLIAM R. WARNER & CO. LTD., EASTLEIGH, HAMPSHIRE 
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CORTOCAPS keep infected eyes apart 


The act of applying a drug to more than one infected 
site can itself carry risk of cross infection 
CORTOCAPS, a one-capsule, one-dose presentation of 
hydrocortisone and neomycin, removes the risk completely. 
Primarily intended for inflammation and infection 
of the eye, coRTOCAPS can also be used with advantage 
in acute and chronic otitis media 


Please write for professional literature 


each capsule contains 0°5°, hydrocortisone 
acetate and 0°5°, neomycin sulphate ina 


CORTOCAPS soft paraffin base 


packing: bottle of 12 capsules 


price: Basic N.H.S. Cost 13d per capsule as dispensed 


Ss) THE CROOKES LABORATORIES LIMITED - PARK ROYAL -LONDON NW10 
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Ever-increasing range of Heinz Baby Foods 


provides variety and nourishment at crucial stage of baby's development 


In response to continued demand, more 
and more varieties are being added to 
the Heinz Baby Foods range, which 
now numbers 38 varieties 

A total of 14 Junior Foods enables 
mothers of older babies to provide var- 
ied and nourishing dinners daily, with 
the minimum of fuss and bother 


Just out! A valuable 
book on nutrition! 


An authoritative reference book on nu- 
trition in | d ease for physi- 
cians, dietitians, nurses and home econo- 
musts, has ju Dee | ublished under the 
editorship of 6 eminent specialists in 
nutrition 

Over 400 pages of text, charts, sam- 
ple diets and tables summarise up-to- 
date, accepted information in a clear 


and concise manner 


Published by 
McGraw-Hill 
Publishing Co 
Ltd. and available 
through any 
bookseller. 

Price 45/- 


H. J. HEINZ CO. LTD 
HARLESDEN, LONDON N.W.10 


H El NZ™ savy Foods 





Patients view 
their problems 
in perspective 


with 


Equanil 





Like shadows <¢ 








pled on a sunlit street. the pictures which many people have of their lives 


may be distorted and flattened t of all recognition. 


By prescribing Equanil, howeve you can ovide them with safe, 


selective sedation whi view their lives in perspective, 


freed from the flickering imaginations 


Equanill rrse marx 


Bottles of 20 and 250 


so available as Equar 





He's a right , ans S-M-A, the natural 


choice for t 8 is the nearest approach to mother’s 
milk available. But S-M-A nog asic nutritional needs, it also solves 
the practical probl you and the mother are faced. Only water has 
to be added: everything els correctly balanced amounts. A shake, and 
you have a free-flowing ogeneous fluid. The result is less risk of contamination, 
no danger of teat blockage, no separation out of fat, no fear of an unbalanced diet, 


no feeding problems. Yet S-M-A costs less than 1d. per ounce of prepared feed — 


'S |Mi nN trade mark 


THE COMPLETE, TROUBLE-=FREE INFANT FOOD 


a small premium for such handsome dividends 


Available in 1 Ib. tins (nitrogen sealed) 


Diyetk John Wyeth & Brother Limited, Clifton House, Euston Road, London, N.W.1 
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Solprin - Codis - Cafdis 


Contain neutral stable soluble aspirin 


DISSelaue 
in water 


SOLPRIN. Dissolves in water to form a 
true solution of calcium acetylsalicylate 
(neutrai soluble aspirin). 

Clinical evidence produced over a long 
period of years indicates that Solprin 
is unlikely to irritate the gastric mucosa, 
even in the massive dosage prescribed in 
rheumatic conditions. 

More rapidly absorbed, giving a quicker 


effect. 


coois. Neutral soluble aspirin with 
phenacetin and codeine phosphate. 


CAFDIS. Neutral soluble aspirin with 
phenacetin and caffeine. 


N.H.S. basic prices for 500 tablets in foil, 
which ensures protection from moisture : 


SOLPRIN 12/6 copts25/- CaFpis 16/- 


Literature and clinical samples available from: 
RECKITT & SONS LIMITED, PHARMACEUTICAL DEPARTMENT, HULL, YORKSHIRE 





THE PRACTITIONER 

















now available 





temo) Lal earclMmecciecctezallit: 


ambramycin* 


the pure tetracycline hydrochloride without additives 
fewer side effects 

more stable 

provides higher blood levels & better c.s.F. penetration 
(than either oxytetracycline or chlortetracycline) 


available as capsules each containing 250 mg tetracycline hydrochloride 


BASIC NHS COST: 

16 capsules 

60 capsules 

250 capsules , ‘ , 
Oral suspension in bottles of 60 ml. 


Manufactured in England by Aspro-Nicholas Ltd. 


by arrangement with Lepetit S.p.A. Italy 


ASPRO-NICHOLAS LTD 


Ethical Pharmaceutical Division 
SLOUGH *» BUCKS * ENGLAND 


*regd. trade mark 
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Dosulfin: 


ning equal parts 


of Sulphaproxy!ine and Su!phamerazine) 


3 times a day 
control of 

Upper Respiratory 
Tract infections 
by Dosulfin 


Therapeuticaliy effective 
Dosulfin biood levels 

achieved within 2 hours 
of initial administration, 








éeiy 


Geigy Pharmaceutical Company Ltd., 








Wythenshawe, Manchester 23. 
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NULACIN “has 


revolutionized the treatment 
of duodenal ulcer” 


“This new method of the 
administration of antacids (Nulacin) 


has revolutionized the treatment of 


duodenal ulcer . . . milk drip is no longer 


part of our therapeutic stock in trade.” 


PROC. ROY. SOC. MED., December, 1958, 51, 1063 


Nou LACIN tablets, when allowed 
to dissolve slowly in the mouth, provide 
intragastric milk-alkali drip therapy 
safely and effectively for both the bed- 
ridden and ambulant patient. They 
may be relied on to provide a treat- 
ment for peptic ulcer as well as other 
conditions associated with gastric 
hyperacidity. 





to 





The safety and effectiveness of 
Nulacin therapy has been proven 
by “‘in vivo” clinical work carried 
out in many countries. References 
to this work include :— 

Current Status of the Medical Treat- 
ment of Peptic Ulcer, Med. Times, 
January, 1958, I, 74 

Antacids, The Practitioner, January, 
1957, 178, 43 

Antacids in Peptic Ulcer, The Prac- 
titioner, January, 1956, 176, 103 
Recent Advances in the Ulcerative 
Diseases of the Gastrointestinal Tract, 
Amer. F. Gastro., December, 1956, 
26, 665 

Ambulatory Continuous Drip Method 
in the Treatment of Peptic Ulcer, 
Amer. 3. Dig. Dis., March, 1955, 22, 
67-71 

Management of Peptic Ulceration in 
General Practice, Med. World, De- 
cember, 1954, 81, 591-601 
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THE MONTH 


SLoGANs are the curse of the present age. They lead to sloppy thinking 
and sloppy thinking is the root of much evil. ‘Family Planning’ is a case in 
point. It is not, as our symposium this month brings out so 
The admirably, synonymous with contraception. It may mean 
Symposium birth control, but in any given case it is just as likely to 
mean harnessing the advances in medical knowledge to the 
assistance of a couple who are desperately worried because they are unable 
to have children. Alternatively it may mean advising a childless couple how 
best they can adopt a child to take the place of the child which the mother 
is doomed never to bear. If, as the Home Secretary said recently, ‘a happy 
family life is the surest foundation for the present and future health and 
prosperity of our country’, then it is incumbent upon every practitioner to 
be able to advise his patients how best they can plan their families so that, 
in so far as it is humanly possible, every child born has the optimum 
opportunity of living a full and contented life. 

This is the aim of our symposium this month—to provide our readers 
with an authoritative review of what can be done at the moment, and where 
and how the facilities to achieve this are available. Priority is given to the 
problem of infertility. ‘The various aspects of contraception are discussed, 
including the over-publicized method of oral contraception, and this is 
followed by an authoritative article on artificial insemination by husband. 
Indications for sterilization in women inevitably change with advances in 
medicine, and require review periodically. As already noted, for many 
married couples the only solution to the problem is an adopted child, a 
subject on which the advice of the family doctor is so often sought. The 
symposium closes with a review of the admirable work being done in this 
field by the Family Planning Association. 








A DISTURBING picture of the facilities available for the terminal care of 
persons with a restricted expectation of life is presented by Dr. H. L. Glyn 
Hughes, as a result of a survey he carried out in the United 

Terminal Kingdom between November 1957 and December 1958. In 
Care his report (‘Peace at the Last’. The Calouste Gulbenkian 
Foundation, price 5s.) he states that ‘a large proportion’ of 

private nursing homes for the care of the elderly are ‘quite unsuited to 
provide the terminal care of patients . . . in many of them the conditions 
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are bad, in some cases amounting to actual neglect when measured by 
standards that can reasonably be expected’. The position in National Health 
Service long-stay hospitals is better, but even here much of the accom- 
modation is ‘located in the worst possible type of building, a relic of the 
old days of the workhouse infirmary’. To cope with these two problems, 
the report recommends immediate revision of the present inadequate rules 
for the registration of private nursing homes, and inclusion of accommoda- 
tion for the chronic sick in the plans for all new hospitals. 

From the point of view of the general practitioner the most interesting 
part of the report is that dealing with domiciliary care. The importance of 
this aspect of the problem is stressed by the fact that, in 1956, nearly half 
the total deaths in the United Kingdom occurred at home. This is as it 
should be and Dr. Glyn Hughes’ recommendations are all based on the view 
that ‘where and when possible a sick person should die at home, among his 
own people and his own possessions’. To achieve this ‘it is essential that all 
the services required should be coordinated to this end’. This, it is suggested, 
could best be achieved by the setting up of small area committees, consisting 
of representatives of each local voluntary organization, the local authority, 
the local medical committee and the hospital authority. These are but a few 
of the more salient points from a report characterized by the thoroughness 
with which the survey on which it is based has been carried out, and a deep 
understanding of the human problems involved. It is a report which should 
be read and pondered by all practitioners as well as all those concerned with 
the administration of the health services of the country. 


Tue rapid advancement to independence of so many African communities 
has focused attention on how little we really know of the psychology of the 
members of these communities. Particular interest there- 
The Psychology fore attaches to a fascinating study of the ‘Characteristic 
of the features of the psychology of the Nigerian’ by T. Adeoye 
Nigerian Lambo, consultant psychiatrist to University College 
Hospital, Ibadan (W. Afr. med. F., 1960, 9, 95). In 
Nigeria, he points out, ‘essentially without the child, the parents are not 
created’. As a result, 80 per cent. of women who are married and have no 
children develop an anxiety state ‘of moderate or severe degree necessitating 
treatment’. The new-born infant ‘arrives into a warm, affectionate, and 
enthusiastic culture . . . Every need is anticipated and fulfilled by a confident 
mother before he is aware of needing anything’. This means that ‘childhood 
in an African cultural setting is on the whole a happy period with nostalgic 
memories of love and consideration’. 

This, however, may not be without its drawbacks, for in adult life anxiety 
is ‘almost a normal component of the psychology of che Nigerian’. As 
Dr. Lambo points out, ‘one feels that the explanation for this perpetual 
state of anxiety and insecurity can be found in the fact that his own early 
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emotional relationships within the family seem to have been so undisturbed, 
indulgent and satisfying that he feels this Utopian simplicity should con- 
tinue’. Another feature of the Nigerian is his tendency to ‘regard his wishes 
as entirely the equivalent of actions’ and to ‘behave as though the projected 
wish of others, for instance, for his death, were as powerful and dangerous 
as an act of murder’. Associated with this is the ‘inherent, though very 
variable, tendency on the part of the Nigerian to regard his dream life as 
objective reality’. Another feature, associated with the close family ties so 
characteristic of the Nigerian, is that he ‘finds it difficult to conceive a man 
as a purely contemplative being’. Human qualities presuppose for him ‘a 
world of human relations’. As a result, the influence of the group on con- 
sciousness can be quite considerable. In illustration of this, it is reported 
that over a period of four years, out of 1,300 grammar school children, 
1,105 (85 per cent.) used some kind of native medicine ‘to help them pass 
examinations, to be liked by the teachers, and to ward off the effects of 
other students’ ‘“‘medicines”’, which were intended to retard their progress’. 
This ‘fatuous, almost fanatical, faith in the magic of certain symbols’, it is 
noted, ‘is not confined to the pre-literate Nigerians or to the young school 
children but it permeates the entire society’ 


Wuart is described as ‘the only known case-history of Dr. William Harvey’ 
provides an interesting side-light on William Harvey, the London con- 
sultant, as opposed to William Harvey, the universally 
A Harveian acclaimed discoverer of the circulation of the blood. The 
Case Record case record has been unearthed from the records of the 
Court of Chancery by Professor C. J. Sissons, who gives a 
full account of it in the opening essay in ‘Essays and Studies 1960’ (London: 
John Murray, price 13s. 6d.). In 1620, to quote Professor Sissons, ‘Harvey 
had a patient of rank and wealth in London, Sir William Smith, who was 
in some trouble with the stone, and had in vain sought help from many 
physicians, one after another, paying heavy fees’. Harvey had no doubt 
whatever about the diagnosis or the treatment. “This is only a negligible 
stone’, he is quoted as saying, ‘and I can control it. For the present a very 
strict and sparing diet’. When this failed he informed the unfortunate 
patient: ‘I have a secret remedy for the stone . . . No man in the kingdom 
has the like secret . . . I will have it known to no man but myself’. The price 
agreed upon for this secret remedy was {50 a year for so long as Sir William 
should live without surgical operation for the stone. To cut a tragic tale 
short, the treatment failed, Sir William was operated on and died in July. 
On his death-bed he forbade his son to pay Harvey a fee, but Harvey sued, 
won and was awarded {34 4s. 11d. and £10 damages. 
The most interesting feature of the case is the fact that Harvey, who had 
been elected a Censor of the Royal College of Physicians of London in 1613, 
in Professor Sissons’ words ‘accepted trade secrets as a source of profit and 
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reputation’ in spite of the fact that these were frowned upon by the College. 
Equally interesting, from the clinical point of view, is his claim to have felt 
a stone of ‘negligible size’ by manual examination. As Professor Sissons 
rightly points out, ‘the highest medical and surgical opinion today is on the 
whole agreed that only a large calculus could be diagnosed in an adult by 
rectal examination’. He adds: ‘Harvey’s integrity is obviously in question, 
however, and we hesitate to go further than to say he was perhaps a victim 
of an illusion’. Perhaps a fairer comment, certainly a kinder one, would be: 
‘Other days, other customs’. 


‘His character is a likeable one and he is a fine soldier to train and work with’. 
So writes Captain C. A. Veys, R.A.M.C. (7. Roy. Army Med. Cps, 1960, 
106, 55), of the askaris after eighteen months as R.M.O. 
Doctoring with of the 6th Battalion of the King’s African Rifles, stationed 
the K.A.R. at Dar-es-Salaam. His account of his work provides a 
vivid contrast to that of his contemporaries in National 
Health Service practice. Even though the medical examination for entry is 
a very thorough one, the initial period of training is not without its hazards, 
as the askari becomes adjusted to ‘a completely regular and strenuous way 
of life, quite foreign to his nature and experience to date. The regular food, 
the diet less bulky but more nutritive than before, soon fills out any hollows 
but it gives him dyspepsia and diarrhcea; his boots cause blisters, moist feet 
and tinea; his clothes raise a prickly heat rash, but all these discomforts 
occur only at first’. At the end of his period of training, the condition of a 
recruit is ‘superb in comparison with that on entry. An average weight gain 
is ten pounds and he goes back to his village on leave, proud and ostentatious 
over his new statistics and status’. 

Many of them retain an intense belief in ‘black magic’, and the story is told 
of one who ‘patiently underwent many treatments for alopecia’ all without 
success. ‘Politely but adamantly’, he insisted that his hair would not grow 
until the curse had been removed by his village medicine man, and the 
necessary herbal ointment applied. ‘He went on leave and returned cured’. 
Exaggeration of alimentary dysfunction is common and symptoms relating to 
the bowels are of a serious nature to the askari. This is tragically illustrated 
by the case of the 10-day-old baby brought to the sick bay ‘quite rigid’ with 
neonatal tetany which had apparently been present for several days. ‘The 
only complaint of the parents was that the child had been constipated for 
two days, ‘and it was still this that worried them, even though the true 
nature of the disease was continuously explained until the infant died’. 
The grateful patient, however, is the same the world over: ‘often in apprecia- 
tion of ‘‘medical services rendered” the M.O. has found live chickens in the 
back of his car or a hand-made reed basket containing a dozen eggs’. 
So is the soldier, and it is of interest to note that ‘like any unit’, the attendance 
at sick parade is ‘high on Monday mornings and on the day of the R.S.M.’s 
parade’. 





INFERTILITY IN MEN 


By HOWARD G. HANLEY, M.D., F.R.C.S. 
Surgeon, St. Peter’s and St. Paul’s Hospitals 


One of the major advances in the treatment of the subfertile couple in 
recent years has been the realization that the male is probably at fault as 
often as the female partner, and that the general physical and psychological 
development of the male bears little relationship to his fertility potential. 

In the absence of any gross clinical abnormality it is practically impossible 
to say with certainty that any given female is sterile, but complete or even 
relative sterility can be easily established in the male. For this reason alone 
there is absolutely no excuse for subjecting the female partner to elaborate 
and sometimes unpleasant tests, which are certainly not always devoid of 
morbidity, until the male partner has been fully investigated. The investiga- 
tion and treatment of a subfertile couple, however, can be a very complicated 
procedure, requiring specialized knowledge of endocrinology, gynzcology, 
urology and psychology, and since any one clinician is most unlikely to 
possess all of these attributes, the necessity for the closest cooperation 
between these specialties has become obvious. 


CLINICAL EXAMINATION 

The investigation of the male begins, not with the semen analysis, but with 
a clinical examination. A careful history is absolutely essential in all cases, 
and should inquire into such problems as the general health and well-being, 
loss or gain in weight, thyrotoxicosis, history of tuberculosis and other toxic 
diseases. A history of previous venereal disease, the treatment employed, 
and the time taken to effect a cure are all relevant, whilst any previous 
inguinal or scrotal operations should be recorded. 

The general physical appearance of the patient will be noted with particu- 
lar reference to muscular development, distribution of hair and fat, and the 
normal male type of torso. Most of the commoner congenital defects of the 
external genitalia are easy to detect. Mild degrees of glandular hypospadias 
are seldom a cause of sterility, but the accompanying chordee, which may 
not be noticeable in the flaccid organ, may be much more serious than hypo- 
or epi-spadias, by preventing adequate penetration. 


THE TESTES 
The size, consistency and position of the testicles should be noted, together 
with any signs of epididymal thickening due to old attacks of inflammation. 
The presence of a varicocele or hydrocele may be relevant, whilst in prin- 
ciple, the wearing of any type of tight ‘Y’ underpants should be condemned. 
In my experience the consistency of a testicle is a much more reliable 
guide to spermatogenic potential than the size, which varies considerably 
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from one male to another. Small but firm testicles are perfectly consistent 
with normal fertility, whilst large testicles are certainly no guarantee of 
great virility. Testicular position is most important. Unless a testicle can 
hang loosely at the bottom of the scrotum when the latter is warm and 
relaxed, the cord is too short or there is some mechanical interference with 
normal descent. Shortness of the cord often indicates a delayed testicular 
descent, and this is a common finding in association with small soft testicles, 
and indeed with male subfertility. 

In some cases a varicocele or a small hydrocele may be a major cause of 
depressed spermatogenesis so that their presence must always be noted, but 
automatic routine surgical correction of these two conditions without full 
investigation can only be condemned in the strongest possible manner. 


POST-COITAL TEST 
After the history and a careful clinical examination, a post-coital test may be 
the most important part of the investigation of a subfertile couple. It is 
simple and safe and requires only a vaginal speculum and a microscope. The 
test should be performed at ovulation (this in itself is important and at least 
ensures intercourse at the optimum time), the patient being instructed to 
report for examination the morning after intercourse (about twelve to 
eighteen hours). At ovulation the cervical mucus should be plentiful, clear 
and elastic and almost free from cellular elements other than spermatozoa, 
which should be seen in large numbers in any one high-power field. They 


should not only be moving, but progressing rapidly into and out of the field. 
If this picture is found the male cannot be azoospermic or impotent, whilst 
the many unexpected but very common problems of intercourse are unlikely 
to be present. Absence of, or a great reduction in numbers of, actively motile 
sperms calls for a thorough investigation of both partners. 


SEMEN EXAMINATION 

At least two semen examinations are essential. Ideally, these should be fresh 
masturbation specimens collected in a sterile plastic container, and they 
should be examined by an experienced seminologist. The normal sperm 
density should be above 40 millions per ml.; 20 millions per ml. is probably 
the lower limit of fertility. There is no sharp dividing line, however, and a 
high degree of fertility in the female can compensate for diminished fertility 
in the male, and vice versa. The normal ejaculate volume varies from 2 to 5 
ml. or more, the bulk of the sperm population being concentrated in the 
first half of the ejaculate. The period of abstinence before collection of the 
sample should be about three days, and the time interval between ejaculation 
and examination must be known. 

Any clinician with a microscope can count spermatozoa, but it requires 
an expert to express an opinion on their morphology, and one can only 
repeat Davidson’s classical remark (1952) that ‘a semen report which states 
that spermatozoa are present and motile is as completely meaningless as a 
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blood count which informs us that red and white corpuscles are present’. 
A careful semen analysis will divide subfertile males into two main groups: 
those with oligospermia, and those with complete azoospermia. 


, OLIGOSPERMIA 

If the total ejaculate volume is over 1.5 ml. it shows that ejaculation can take 
place, and that a seminal vesicle, ampulla and ejaculatory duct are 
present and patent, on one side at least, and that in the absence of 
an excess of pus cells there is unlikely to be any abnormality in this area 
which would affect fertility. The presence of even a few spermatozoa in the 
ejaculate proves that some degree of spermatogenesis is present in one 
testicle at least, and that the conducting system from this testicle is patent. 
When these simple facts have been established it is possible to plan the more 
detailed investigation or, of even greater importance, to avoid carrying out 
unnecessary investigations. 

Every testicle has its own spermatogenic potential as shown by the 
variations in the counts between one normal male and the next. The count 
also varies considerably in the same individual from one week to the next, 
but it can only vary within the limits of the potential capabilities of the 
given testicle and, whilst there are many factors which can depress the 
efficiency of a testicle, we know of nothing which can increase its efficiency 
above its natural potential capacity. Therefore, although one can always 
improve spermatogenesis by the removal of any adverse conditions when 
they are present, the degree of improvement will depend entirely upon the 
inborn nature of the testicle. 

Late testicular descent.—Delayed descent is a common cause of poor 
testicular development, whilst imperfect descent, where the testicle hangs 
high up in the scrotum due to a short cord, can seriously interfere with 
spermatogenesis. The treatment of delayed testicular descent is undergoing 
a radical change as a result of recent researches which indicate that unless 
the testicle is fully descended by the fourth or fifth year it may not grow 
normally in size, whilst subsequent spermatogenesis will be interfered with 
to a varying degree. The importance of this observation lies in the fact that, 
although many retained testes will descend at, ur just before, puberty with 
or without hormones, there is the distinct possibility that spermatogenesis 
will be abnormal. A high proportion of the smallish soft testes, which I 
have seen in the subfertility clinic, were late in descending to the bottom,of 
the scrotum. If only one testicle is slow in descent there may be a case for 
expectant treatment, but if the condition is bilateral there can be no argu- 
ment: both testicles should be brought into the scrotum when possible, 
and this must be done before the end of the fifth year. 

Mumps orchitis—Mumps orchitis occurring after the age of puberty is 
very serious, and in the majority of cases will subsequently lead to atrophy 
of the testicle for which there is no known treatment. On the other hand, 
although an atrophic testicle due to mumps orchitis is not infrequently seen 
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in the subfertility clinic, mumps is undoubtedly a rare cause of male sterility, 
largely because the condition is so rarely bilateral. When mumps orchitis is 
bilateral, or when it occurs in the only ‘good’ testicle, there is a strong case 
for immediate surgical relief of tension by splitting open the tunica albuginia. 

Epididymitis—A severe epididymitis may well cause azoospermia by 
obstructing the collecting tubules, but it is doubtful whether such a lesion 
would cause atrophy of the testicle with diminished spermatogenesis, and 
it is more than likely that the majority of the small testes which are seen 
following a so-called epididymitis, are in fact examples of undiagnosed 
torsion. 

THE TREATMENT OF OLIGOSPERMIA 
The treatment of oligospermia depends upon the cause, which may be: 
(1) potentially poor spermatogenesis, (2) adverse effects upon potentially 
normal spermatogenesis, (3) partial obstruction or faults somewhere in the 
conducting system. 

(1) Potentially poor spermatogenesis.—After the age of puberty a poorly 
developed testicle is beyond human aid, although every effort must be made 
to correct any adverse factors, such as a failure of temperature regulation, 
which may be depressing what little function it has. Hormone therapy 
which has now been tried for many years in these cases can only be con- 
sidered as most disappointing in a male who has no obvious hormone 
deficiency. The value of ‘testosterone rebound therapy’ is questioned by 
most workers in this country. The principle consists of administering 
testosterone until the sperm count is reduced to negligible levels. When the 
drug is withdrawn the subsequent rebound in spermatogenesis is supposed 
to raise the count above the previous levels. One can only strongly condemn 
the administration of hormones except under the guidance of an endo- 
crinologist interested in the problems. 

(2) Adverse effects upon potentially normal spermatogenesis.—A large pro- 
portion of the men attending a subfertility clinic will fall into this group 
where the testicle is capable of adequate spermatogenesis, but its function is 
depressed by some extrinsic factor. ‘The prognosis here may be good. 

One of the accepted, but fortunately rare, causes of depressed spermato- 
genesis in this country is general debility due to deprivation, starvation, or 
avitaminosis, and this certainly explains some of the extravagant claims for 
the success of vitamins, hormones, and various other forms of supportive 
therapy in countries with a lower standard of living than our own. In fact, 
obesity may well be a more serious cause of subfertility in this country than 
avitaminosis (Davidson, 1960). 

There is no evidence that renal infections have any influence on male 
fertility, but the sperm survival rate appears to be adversely affected in some 
men by infections of the prostate and vesicles, and when an excess of pus 
cells is encountered in the ejaculate, sperm motility and survival can often 
be improved by attention to the infection. 

It is now generally accepted that normal spermatogenesis will not occur 





INFERTILITY IN MEN I4!I 


unless the testicular temperature is approximately two to three degrees 
Centigrade lower than body temperature. This accounts for the severe 
depression of the sperm count which occurs two or three weeks after a 
prolonged fever such as malaria or influenza, an effect which fortunately is 
only transitory. In the same way anything which interferes with heat loss 
from the scrotum will depress spermatogenesis, and this includes ‘Y’ front 
underpants which press the testicles into contact with the body surface. 
More serious interference with the heat-regulating mechanism is caused by 
a varicocele or a hydrocele, or by certain skin diseases which produce marked 
thickening of the scrotal skin. Improvement in the heat loss from the 
scrotum can be achieved by the use of sensible underwear, cold scrotal 
sponging or, in more serious cases, by the surgical correction of a varicocele, 
hydrocele or short spermatic cord. If therefore one encounters an oligo- 
spermic patient with reasonably well-developed testicles and definite clinical 
evidence of a varicocele, a hydrocele, or a short cord, one can be reasonably 
sure that surgical correction of these factors will improve spermatogenesis, 
but that the amount of improvement will depend entirely upon the potential 
capabilities of the testicle. In cases of doubt the temperature differential 
between the testicle and the rectum should be measured with a thermo- 
couple, and this may save much unnecessary surgery (Hanley, 1956), but 
improper selection of cases before operation would soon bring the whole 
principle into disrepute. 

(3) Partial obstruction or faults in sperm conduction.—Oligospermia could 
theoretically be caused by partial obstruction, but in practice this must be 


extremely rare. It must therefore be assumed that poor morphology and low 
sperm density are nearly always due to a defect in spermatogenesis. An 
excessively low ejaculate volume, however, may be caused by a urethral 
stricture, whilst retrograde ejaculation to the bladder, rather than forward 
along the urethra, may produce a small-volume ejaculate with a greatly 
reduced sperm density. 


AZOOSPERMIA 
Azoospermia may be (a) primary due to failure of spermatogenesis, or (b) 
secondary due to obstruction or interference with the sperm-conducting 
mechanism. The attempt to differentiate between primary and obstructive 
azoospermia has in the past led to the performance of hundreds of testicular 
biopsies and seminal vesiculograms and it would be profitable to consider 
these procedures for a moment. 

Testicular biopsy.—As a research project the testicular biopsy is vitally 
important because we know so little about spermatogenesis, but it is doubt- 
ful if a preliminary diagnostic biopsy can help any given patient with his 
own problem of sterility. A well-developed testicle will nearly always 
show some spermatogenesis whilst, if a blind puncture technique is used, the 
dangers of a hematoma, and the sure knowledge that any subsequent 
surgery will always be made more difficult, far outweigh any advantages the 
procedure may offer. In the doubtful cases with soft testes the diagnostic 
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biopsy may have a place in convincing the patient that nothing can be done 
for him. It must be clearly understood that these comments refer only to 
the preliminary blind puncture type of biopsy, not to the biopsy which 
should be performed every time the testicle is properly exposed at operation. 

Seminal vesiculography.—The indications for this procedure are very 
limited in the treatment of subfertility. A normal ejaculate volume free from 


VASA 
EFFERENTIA 


Fic. 1.—Simplified diagram of epididy- 
mal structure (Hanley and Hodges, 
1959). The commonest form of con- 
genital obstruction occurs in the ; 
mid-portion or tail involving the oe ee DUCTUS 
ductus epididymis. The commonest : . EPIDIDYMIS 
site for gonorrhceal obstructions is ee et 
in the region of the junction between 
ductus epididymis and vas deferens. 
Epididymovasostomy is technically 
possible in such cases. 

When the congenital defect in- gos VAS 
volves all of the vasa efferentia, no | DEFERENS 
sperms can enter the ductus epidi- . 
dymis and any form of anastomotic 
surgery is useless. 


pus cells tells us that at least one vesicle, ampulla and ejaculatory duct are 
present and that they are uninfected. I have yet to encounter obstruction in 


the prostato-vesicular region in a man with a normal ejaculate volume. 

(a) Primary azoospermia.—Any of the adverse factors already referred to 
under oligospermia, if carried to the extreme, can lead to complete depres- 
sion of spermatogenesis with resultant azoospermia. When depression has 
proceeded as far as azoospermia, however, recovery is unusual, although it 
is recorded (Tulloch, 1949). The small soft testicle due to late descent, to 
injury, or infection, or to as yet unknown congenital causes, is commonly 
devoid of spermatogenesis but, if unilateral, may pass unnoticed. Azoo- 
spermia due to bilateral soft atrophic testes is obvious to all and, although 
many of these cases also have associated congenital lesions in the epididymis, 
any form of anastomotic surgery is doomed to failure. Such patients, to- 
gether with those having true endocrine abnormalities, are quite correctly 
referred to the endocrinologist rather than to the urologist, and they form 
a very small proportion of our own series. In the present state of our know- 
ledge, absent spermatogenesis is incurable. 

In my own experience of some 500 azoospermic male patients, the testicles 
have been reasonably well developed on palpation in the vast majority, 
whilst deficient spermatogenesis has been an unusual finding (Hanley, 1955). 

(b) Secondary azoospermia.—Congenital obstruction or some deficiency 
in the sperm-conducting mechanism has accounted for the azoospermia in 
nearly go per cent. of our patients. Although the classical cause used to be 
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gonorrhea, we have only encountered this causative factor in 27 out of over 


§00 azoospermic men. ‘This group can be subdivided into:— 

(1) Those without sperms in the cpididymal head: i.e. a failure of 
development of the vasa efferentia, between testicle and epididymis. There 
is no known treatment for this condition (fig. 1). 

(2) Those cases in which sperms enter the epididymal head but are held up 
somewhere within the ductus epididymis. In such cases it should be possible 
to perform a short-circuit operation between a normal vas and the tubules in 
the epididymis. In acquired lesions, such as gonococcal inflammation of 
the epididymal tail, the results of such surgery are good, and acquired lesions 
of the vas (accidental or deliberate division) are also readily repaired (fig. 1). 
Unfortunately, only a small minority of obstructive azoospermias are due 
to acquired lesions, the majority being due to varying degrees of congenital 
failure of development of the epididymis or vas. In our own series complete 
absence of the vas deferens has been detected clinically on over fifty occa- 
sions and its finding now arouses no special interest. Many of these cases 
have been confirmed surgically, whilst many other clinically palpable vasa 
have been shown to be thin fibrous cords devoid of any useful lumen. 
Anastomotic surgery is obviously out of the question in such cases. 

The majority of cases explored surgically show tubules in the epididymal 
head distended with sperms, a poorly developed mid-zone and epididymal 
tail, but a well-developed vas deferens. In spite of the fact that the same 
anastomotic technique is used in the congenital and the acquired lesions, the 
results in the congenital cases are most disappointing (8 per cent. success 
at the most) and there may well be some failure in the conducting mechan- 
isms in the congenital cases, quite apart from a mechanical obstruction. 
In summary, it can be said that corrective surgery for acquired obstructions 
is most encouraging; for congenital lesions it is most disappointing. 

Artificial spermatoceles.—In the cases with absent or blocked vasa, it is 
possible on occasion to form an artificial cyst in the epididymal head in the 
hope that it will fill up with spermatozoa. Sperms removed by aspiration can 
then be used for artificial insemination. This is obviously very experimental 
surgery, but such work is being developed in this and many other countries 
(O’Conor, 1953; Hanley, 1955; Young, 1951). 
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INFERTILITY IN WOMEN 
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Director, Area Department of Obstetrics and Gynecology, 
United Oxford Hospitals 


‘If wishes were horses then beggars would ride’. 


WHEN this ‘saying of the week’ was first coined, the barren woman whose 
children were of necessity dream children had little but her wishes and her 
dreams to comfort her. For centuries her sterile sisters had pilgrimaged to 
the altars of Demeter and Ceres, taken liberally of love potions, worn 
fertility charms, made sacrifices, or prayed that Divine displeasure might 
turn to blessing. The woman without children was a disgrace and brought 
sorrow to herself and her family. 

In the last half-century and particularly during the last thirty years both 
the doctor and the layman have changed their views on sterility and infer- 
tility. The basic concept that infertility is a symptom and not a disease has 
been accepted slowly but progressively. That it is most important to 
appreciate this will become apparent when treatment is discussed. Extensive 
research has revealed increasing evidence on the many facets of this problem 
but there is still much to learn. The desire for children is deep and intimate, 
and knows no barriers of race or colour. When thwarted it can lead to great 
unhappiness. The economist, scientist, or politician may preach birth 
control and family planning as the answer to over-population, starvation, 
and allied major world problems, but the man and woman whose home, 
however humble, is without children turn a deaf ear to his preaching and 
ask for help to bring another babe into the world. In those rare instances in 
which the basis of marriage is deliberately denied Society may legally 
express its displeasure by annulling the marriage: in Great Britain if 
consummation does not occur, or in the United States of America if either 
party refuses to procreate. 

So much has been written on human fertility in both lay and medical 
press that one now seldom finds in either town or country practice in 
Britain a sterile couple who through reserve or ignorance have nursed their 
disappointment for years without discussing it with their family practitioner. 
The morning mail is constantly bringing to the doctor expensive and highly 
coloured literature concerning new forms of therapy with new preparations 
(often very expensive) designed to treat infertility, both male and female. As 
more of his patients are asking help from the general practitioner, and more 
of the drug houses are offering it to him, it is essential in the interests of all 
concerned that he should have a clear knowledge which can be translated 
into everyday practice of what the present position is in relation to the 
investigation and treatment of infertility. 


August 1960. Vol. 185 (144) 
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GUIDING PRINCIPLES 

There are six principles which should act as a guide to the general prac- 
titioner and the specialist. They are so often forgotten or ignored in practice 
that they could with justification be printed on a card and displayed on the 
desk or wall of the consulting room or clinic. Adherence to the guidance 
they give would avoid a great deal of bad work and the occasional tragedy. 
They are: 

(1) Not every woman anxious to conceive is physically fitted to do so. 

(2) Infertility is a symptom complex and not a disease. 

(3) Treatment to be rational and effective must be directed to the underlying 
cause. 

(4) To determine the cause each couple must have a basic minimum of in- 
vestigation. 

(5) Physiological and constitutional factors are of greater importance than 
anatomical ones in causing infertility. 

(6) Whilst conception is an essential beginning, the ability to conceive is not 
necessarily associated with the ability to reproduce. 


FITNESS TO CONCEIVE 
Approximately 1 to 3 per cent. of women complaining of infertility have a 
medical condition which would make pregnancy inadvisable either for the 
time being or permanently. For example, active tuberculosis should be 
cured before the woman conceives. The cause of hypertension should be 
investigated and, when possible, treated because of the increased hazards 
of hypertension in pregnancy. Chronic heart disease may be amenable to 
modern treatment and should be investigated carefully before taking steps 
to promote conception. Chronic nephritis is often more serious and in some 
cases pregnancy will lead to a rapid deterioration and death. 

In certain cases of acquired infertility other factors of a genetic nature 
have to be considered. A couple whose child or children have died of 
Wernig-Hoffman’s disease or from erythroblastosis may want to know the 
risk of these conditions recurring should another pregnancy take place. 
Admittedly it will not always be easy to give a reasonable prognosis but in 
fairness to all concerned an attempt should be made to assess the problem. 
This will often involve further investigation and may require the opinion of 
an expert in the particular lesions concerned. 

It is thus obvious that before infertility investigations are advised the 
husband and wife, and particularly the woman, should be medically 
examined to determine whether pregnancy is contraindicated. Sometimes a 
couple will wish deliberately to embark on a pregnancy in spite of added 
dangers which would be incurred. In these circumstances it is the duty of 
the doctor to assess the difficulties, explain them to his patients, and to abide 
by their decision. It should be remembered that courage will often have its 
due reward. 

A fertile woman may remain sterile because her marriage has not been 
consummated. An incidence of 2 to 5 per cent. has been recorded of intact 
hymens among women seeking advice for primary infertility. Dyspareunia 
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may lead to the avoidance of intercourse. Hormonal dysfunction can result 
in failure of ovulation, and pelvic infection may impair tubal function or 
decidual nidation. A submucous fibroid, pelvic endometriosis, or a retro- 
verted uterus can be factors of importance in some cases whilst in others 
pregnancy will occur in the presence of these same conditions. These facts 
mean that a careful detailed study is necessary before an accurate assess- 
men can be given to an inquiring couple as to why they have not produced 
a baby. Until this assessment is made it is foolish to talk of treatment. 

The practitioner will at times be under considerable pressure by his 
patient who is anxious to have one form of treatment or another. This is 
usually because some friend conceived after she was given certain pills or 
injections, or after some particular operation was performed. It is not 
surprising that the treatment received the credit for the happy result and 
the patient cannot understand why if this was successful for Mrs. Brown it 
should not be equally effective for Mrs. Green. A few minutes will be 
sufficient for an intelligent explanation along the lines suggested later, and 
fertility tests and investigations should never be undertaken without this 
preliminary description of what is to be done and why. 

Errors of omission and commission are not always the fault of the patient, 
or of the general practitioner. ‘This is why the card summarizing general 
principles is as necessary in the fertility clinic as on the wall of the prac- 
titioner’s surgery. 

Mrs. A. was in excellent health. Her only symptom was her inability to conceive 
during seven years of happy married life. Examination revealed a small uterine 
fibroid. She was advised to have it removed as ‘it might be the cause of the trouble’. 
Unfortunately, recovery from a simple myomectomy was complicated by a pul- 
monary embolism with several days of anxiety for all concerned. Subsequent failure 
to conceive prompted further investigations, during which it was discovered that 
the husband had an aspermia secondary to mumps and orchitis many years before. 
This should have been known before any treatment was advised. 

In 50 to 60 per cent. of couples seeking advice no lesions responsible for 
infertility will be found. In many of the remainder the greatest care will 
be necessary in assessing cause and effect. In a large series of women 
attending a fertility clinic the total incidence of fibroids, cysts, uterine 
misplacements, endometriosis and infections was approximately 15 per 
cent., but to retain a sense of perspective it should be remembered that the 
incidence in an antenatal clinic would not be dramatically different. Hence 
the need for careful individual assessment. Ovarian tumours require re- 
moval on diagnosis quite apart from their unlikely effect on fertility but 
indiscriminate surgery for fibroids, uterine misplacements, or endometriosis 
would do more harm than good. 


BASIC MINIMUM OF INVESTIGATION 
Because of many years of interest and research in this subject at Oxford a 
large number of patients with infertility problems have been referred t: this 
department from practitioners and specialists in Britain and abroad. It has 
been surprising through the years to find how many have not been submitted 
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to a basic minimum of investigation before a second opinion was requested. 

From the point of view of the general practitioner this is probably the 
most important aspect of the whole problem of infertility. He should know, 
and his patient should know by the end of the first interview, what tests are 
necessary and what they involve. As doctors we sometimes forget that 
procedures which to us are simple can be terrifying to a patient who has no 
idea of what to expect. A major operation will be faced with fortitude by a 
patient who will have a sleepless night when told that the clips or stitches 
are to be removed the next day. Many of the false conclusions drawn in the 
past from insufflation tests and radiological tubal studies were directly due 
to patient anxiety causing uterine and tubal spasm. General anzsthesia is 
not the ideal way to reduce this error. Many cases are on record in which 
tubes were apparently blocked on repeated examination under general 
anzsthesia, whereas they were patent and functioning normally when the 
tests were repeated gently but without anzsthesia after careful explanation 
to the patient of what was to be done and why. 


THE HISTORY 

At the first interview a careful history is essential. A surprising number of 
people believe that if all is normal pregnancy should follow intercourse when 
no contraception is practised. So it is that early in marriage unnecessary 
fears and anxieties can arise if conception has not occurred during the first 
few months. Although 7o to 80 per cent. of fertile women will conceive 
within a year of marriage if regular intercourse occurs without contraception, 
the average time taken is six to seven months. When worries arise normal 
function can be impaired and the onset of conception delayed. It is a comfort 
to many women to learn that normally there is some delay, and when couples 
seek advice early in marriage reassurance and encouragement are often all 
that is necessary. It should, however, be based on fact and this means that a 
history and physical examination are necessary before explanations and 
encouragement are given. Moreover it is wise to fix a time limit of, say, six 
months at the end of which the problem will be reviewed if pregnancy has 
not started. 

The age at which menstruation began and its behaviour since are a useful 
guide to gonadal endowment. A history of infection, as for example appendi- 
citis with peritonitis or abscess formation, is important because of the 
possibility of tubal damage. A long period of ill health of undiagnosed cause 
as a child may indicate an abdominal tuberculous infection with possible 
irreparable tubal destruction. A history of severe primary dysmenorrhea 
often indicates tension and uterine spasm. Coital difficulties may reveal the 
primary cause of trouble. It is important to know whether pregnancy has 
ever occurred and whether there is any history of abortion. If the husband 
and wife visit the surgery together it is a good sign but none the less it is 
wise to interview each separately even though briefly. Relevant questions 
can be put to the wife during her examination and the husband can be 
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questioned while his wife dresses. In this way occasionally information will 
be obtained which was not given during the joint interview. Perhaps the 
woman had an abortion before marriage or the husband admits to a 
gonococcal infection or to pregnancy with another woman. 


EXAMINATION 
During the examination of the woman it is important to record her blood 
pressure and pulse rate (a slow pulse may draw attention to subthyroidism 
and indicate a useful therapeutic approach). The lungs, cardiovascular 


Fic. 1.—Diagram for demonstrating process of fertiliza- 
tion to patients. 

1—Sperm invasion of cervix 

2—Developing ovum in ovary 

3—Patent tube 

4—Healthy endometrium 
system, and abdomen are examined and a specimen of urine tested for sugar 
and albumin. Pelvic examination will reveal whether coitus has occurred and 
whether there should be any difficulty with this. The size, position and 
mobility of the uterus and adnexa are assessed and the cervix should be 
examined with a speculum and adequate illumination. At this stage it is 
important to remember that an anatomically normal pelvis does not neces- 
sarily mean that the woman is fertile. The mistake of believing this has 
been made too often in the past. There may be tubal abnormalities, damage 
or infection, or endometrial infection, polypi or even a small submucous 
fibroid which is not detected by bimanual palpation. Conversely, if fibroids 
or misplacements are found it should not be assumed at this stage that they 
are responsible for the infertility. As already noted, this mistake is too often 
made. The investigations now to be described should be carried out ir- 
respective of the findings on pelvic examination but not before the prac- 
titioner has made clear to the patient and her husband what the tests are and 
what they involve so far as she is concerned. 


THE NEED FOR EXPLANATION 
It is a great help to the patient and to the doctor to simplify this explanation 
and a visual aid such as figure 1 will assist in this. A line drawing can be 
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made at the time or a more elaborate and permanent one can be kept in the 
consulting room. The method I have found most useful is as follows. I ask 
both husband and wife to look at the diagram with me and show them which 
is the womb, the ovary, and the tube. The neck of the womb at the top of 
the front passage ‘where I have just been examining you’ is pointed out to 
the woman who can then correlate what she now sees with her own anatomy. 
The couple are told that at normal intercourse the male fluid containing 
millions of active sperm cells is deposited at (1) on the neck of the womb. 
When a baby starts to develop it is the result of one of these sperm cells 
meeting an egg cell shed by the ovary (2) at the end of the tube marked (3). 
The two cells unite and rapidly divide and as division progresses the cluster 
of cells which will form the baby pass back along the tube (3) to form a nest 
inside the womb (4). 

With this as a background it becomes obvious that there are four basic 
requirements before pregnancy can start, and these are:— 

(1) Healthy sperm cells at the cervix 

(2) The shedding of an egg cell from the ovary 

(3) A patent tube 

(4) A healthy uterus in which the embryo can develop 


THE FERTILE PERIOD 
It is then explained that the purpose of fertility tests is to determine whether 
all four of these basic requirements can be satisfied in the inquiring couple. 
They quickly understand the need for a post-coital examination within six 
to eight hours of intercourse, preferably at a time when the cervix is most 
likely to favour invasion by the sperm cells. It is explained that this coincides 
with the time of ovulation. Reference to this gives a suitable opportunity of 
discussing the fertile period with the patient for there is still widespread 
ignorance on this important matter. Many couples, anxious about their 
apparent infertility, need no more than advice, particularly in regard to the 
fertile period.” The patient should understand that the days of maximum 
fertility are at the time of ovulation and are personal to her. In other words, 
even if two women started their last period on the same day it does not 
follow that the fertile period will be identical for both. This would happen 
only if their cycles were identical in length and the next period also started 
on the same day. The common belief that the time of maximum fertility is 
at ‘the middle of the month’ is inaccurate. It is true that in a 28-day cycle 
ovulation will usually occur about this time, on or about the thirteenth day 
after the first day of the last period, but the ovum lives only a few hours and 
intercourse occurring on the fourteenth or sixteenth day may already be too 
late. On the other hand, as the sperm remains viable in the uterus or tubes 
for forty-eight hours or more it follows that intercourse occurring on the 
tenth or eleventh day of the cycle may still be fruitful. A woman with a 
regular 28-day cycle should be advised that her fertile period is from the 
ninth to the sixteenth day counting from the first day of her last period. 
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TUBAL PATENCY AND ENDOMETRIAL BIOPSY 

The ways in which tubal patency can be examined are explained with 
particular emphasis on the fact that this investigation usually causes little 
more discomfort than was inflicted by the pelvic examination. In certain 
cases it will be apparent that an anesthetic would be advisable. For example, 
when the patient is nervous and resistant to vaginal examination, or when 
there is an acute anteflexion or retroflexion the latter can make dilatation of 
the cervix difficult and sometimes painful in an uncooperative patient. If gas 
insufflation is used to test tubal patency it should be remembered that there 
are fallacies in the test and both positive and negative results may be in- 
accurate. It is a good working rule therefore that, if they indicate that the 
tubes are patent and if all other tests are satisfactory but pregnancy does 
not occur within six months, further investigation is justified with the 
radiological technique of uterosalpingography. The use of water-soluble 
contrast media instead of lipiodol and the other oily preparations has in- 
creased the safety of this procedure. Teamwork with efficient apparatus and 
techniques can reduce the ovarian radiation dosage to a very low level. 

The way in which an endometrial biopsy can give evidence of whether 
ovulation has occurred and whether the lining of the womb is healthy is 
then explained. Years of experience of using this simplified procedure of 
explanation have given abundant evidence of its usefulness. It will be 
apparent, however, that the doctor must be prepared to give a reasonable 
time to the interview, but a half-hour spent in this way can save much future 
misunderstanding and unnecessary anxiety. 


THE POST-COITAL TEST 

The post-coital test can be performed without difficulty in any surgery 
where there is a reasonable microscope, a vaginal speculum, and adequate 
illumination. Useful practical tips are to place a drop of cervical mucus on 
one slide and a drop from within the cervical canal on anagher without a 
glass cover and examine them under low power with the condensor de- 
pressed to cut down illumination. In a good specimen the field will be 
filled with actively motile spermatozoa in a background of clear mucus with 
a minimum of pus cells. If the cervix is eroded or infected it should be 
treated by cauterization or the taking of cultures for organisms and sen- 
sitivity followed by treatment with the appropriate antibiotic or sulphona- 
mide preparation. If the male specimen seems inadequate it is wise to refer 
the husband for seminal investigation. 


THE IMPORTANCE OF PHYSIOLOGICAL 
AND CONSTITUTIONAL FACTORS 
The early concept that sterility was usually due to tubal obstruction arose 
because of the popularity of the insufflation test and salpingography and an 
inadequate experience of interpreting the results of these tests. More recent 
research on uterine and tubal function has demonstrated conclusively that 
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disordered action is the most common cause of apparent tubal obstruction. 
Appreciation of this opened up new therapeutic fields. Sedatives, spas- 
molytics, and psychotherapy in selected cases can now succeed when the 
outlook was previously considered hopeless. None the less, surgery with 
myomectomy, suspension, and with modern techniques of tubal implantation 
has a brilliant role to play in a small minority of carefully selected patients. 
Their correct selection is the most difficult problem in fertility work but also 
the most rewarding to all concerned. 


ABILITY TO CONCEIVE AND ABILITY TO REPRODUCE 
Habitual abortion is a special study closely related to the problem of in- 
fertility. The cause should always be investigated before treatment is 
prescribed. The plan of investigation is similar to that described for in- 
fertility tests but with more emphasis on the importance of radiological 
studies of the uterus. Recent recognition of the incompetent cervix res- 
ponsible for many abortions in the middle trimester of pregnancy has 
revealed a group of patients amenable to simple surgery by cervical suture. 
The chance of pregnancy being successful after three or more consecutive 
abortions is now approximately 80 per cent. with modern care and a 
cooperative patient. 


INSEMINATION AND ADOPTION 
Many anxious women asking for insemination have no need for it and require 
only reassurance and patience. When the male is at fault the difficult 
problems associated with insemination may have to be faced and more 


couples are now asking about this. The ethical and legal problems cannot be 
discussed in this article but from a practical point of view it is foolish to 
embark on insemination even with the husband’s semen unless the woman 
is ovulating and has a healthy endometrium and patent tubes. 

Adoption societies usually require an assurance from a gynzcologist that 
the inquiring couple are incapable of producing a child of their own. This 
assurance cannot be given unless the investigations already described have 


been made and correctly interpreted. 


CONCLUSION 

The prognosis for pregnancy in a hundred consecutive inquiring couples is 
good and the shorter the period of infertility the better the outlook. Most 
would conceive without treatment, a few in spite of it, and a minimum 
because of it. It should be remembered, however, that the subfertile woman 
who ultimately conceives, perhaps after many years of vain hoping, con- 
stitutes a special obstetric problem and requires the most careful super- 
vision. The risks of extra-uterine gestation, abortion, toxemia, disordered 
uterine action, and feetal death are considerably increased, 
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IN spite of the wide interest in oral methods of controlling fertility the vast 
majority of couples who wish to space their children and limit the size of 
their families, or who are advised on medical grounds not to risk further 
pregnancies, will continue to use what, for lack of a more convenient term, 
may be called orthodox methods of contraception. ‘These for the most part 
are applied locally, do not alter the individual’s physiological state and are 
designed to prevent the spermatozoa from reaching the ovum at a time when 
it c. 1 be fertilized. 

No assumption is made here that it is part of a doctor’s duty to advocate 
family planning to his married patients in general or to offer to any of them 
methods which are not acceptable because of ethical or religious scruples; 
but it is well to bear in mind that there are certain well-recognized medical 
and medico-social indications which call for guidance in the matter of birth 
control and that a high proportion of the younger age-groups (from teenagers 
upwards) expects the doctor to be able to advise them soundly on these 
matters. It should perhaps be added that young women should be warned 
not to postpone attempts to achieve a first pregnancy for too long, not 
because the use of contraceptives will cause damage to, or dysfunctioning of, 


the genital organs but because with increasing age subfertility becomes more 
difficult to treat. Moreover, even with detailed investigations of both parties 
(which it certainly is not desirable to carry out), it is virtually impossible to 
predict with certainty whether any given couple will prove fertile or other- 
wise when they do start trying for a baby. 


THE SAFE PERIOD OR RHYTHM METHOD 

This much vaunted and incidentally much maligned method has its uses 
and the doctor should know its value and also its limitations. It may be the 
only method available or acceptable to the couple and with careful teaching 
and supervision it can be made reasonably ‘safe’. It is difficult to understand 
how it can be called a ‘natural’ method for men and women in whom sexual 
activity is not dictated by estrus and aneestrus, but that it can be made a 
moderately efficient method of contraception is undeniable. The essential 
points that the woman must grasp are these :— 

(a) Before embarking on the method an accurate record of at least nine, 
preferably twelve, menstrual cycles must be kept. 

(b) The woman would be well advised to keep a basal temperature chart. 

(c) The husband must be willing to abstain completely during his wife’s 
fertile days, or some other method of birth control must be used during 
that time. 
August 1960. Vol. 185 (152) 





METHODS OF CONTRACEPTION 153 


(d) The couple must have sufficient intelligence and persistence to 
understand and follow the instructions. 

(e) Having found the range of cycle lengths the safe days can be reckoned 
as lying:— 

Before the shortest cycle length less 15+ 4 days, in the early part of the cycle 
and from the longest cycle length /ess 15-4 days onwards, in the late or premenstrual 


phase of the cycle. 
For example: When cycle lengths range from 24 to 29, cycle days 1 to § (i.e. 
24—19) are ‘safe’ and cycle days 18 (i.e. 29—11) to the next menstruation are ‘safe’. 


It will be noted that in women with short or irregular cycles the number of 
‘safe’ days are very few. 

(f) The basal temperature chart is an extra check on these calculations. 

(g) It should be remembered that the safe period is quite unreliable post- 
partum until a recognizable menstrual rhythm is re-established. It also 
becomes undependable as the menopause approaches. 

Numerous more or less expensive devices can be bought which will do 
the calculations but the accuracy of the answers they give depends upon the 
accuracy of menstrual cycle recording just as does the simple calculation set 
out above. There are many reports giving figures which demonstrate either 
the remarkable reliability or the relative uselessness of the ‘safe period’, and 
it may be of interest to mention one particular trial of this method which has 
never been fully reported but which demonstrated unmistakably that it is 
unlikely to be applicable to illiterate or otherwise uncooperative communities. 

The late Dr. Abraham Stone spent many months working out in great detail and 
initiating a trial of the rhythm method in some of the towns and more remote 
villages in India. In spite of much educational work and time spent in explaining the 


business to the women, almost no reduction in pregnancy rates or lengthening of 
intervals between pregnancies was achieved. 


COITUS INTERRUPTUS 
This is probably still the most widely used method of birth control in this 
country. It has certain well-recognized defects: e.g. it is most unreliable and 
commonly produces stresses and strains in husband and wife, particularly 
if it is being used successfully. On the other hand, it should also be remem- 
bered that it has a few assets which will maintain its popularity: it costs 
nothing; it cannot be found and eaten or destroyed by the children; it 
cannot be left behind if the couple go away for the weekend. 


CONDOMS AND SHEATHS 
These constitute one of the oldest mechanical methods devised by man. 
They were originally made of animal membrane of one sort or another. 
Today some are still made of this material and a few of plastic but the vast 
majority (and they are produced at the rate of millions per day) are made 
of latex rubber by a dipping process and the more reputable firms here, in 
the United States and in Sweden test their products with considerable care 
and price them moderately. The Family Planning Association Approved 
List names certain of these manufacturers and it would be well to refer to 
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this list if information is needed. Fairly recently a committee has been formed 
by the British Standards Institution and it is hoped that, with the coopera- 
tion of the manufacturers, standards for testing, packing, dating and pricing 
may be reached. Condoms are often used alone without iubricant or spermi- 
cide, but for comfort and more complete safety it is best to use them with a 
spermicidal jelly, or a plain surgical lubricant, the woman inserting a 
spermicidal tablet or suppository into the vagina. 

Condoms and sheaths are undoubtedly the most widely used barrier type 
of contraceptive and, according to Tietze’s recent surveys (1959, 1960), the 
safety of the method ranks quite high and certainly compares favourably 
with other commonly used methods. The lack of universal acceptability and 
the obvious causes of failure are too well known to need discussion. 


SPONGES AND OTHER VAGINAL TAMPONS 
The notion of placing a barrier in the vagina dates back a good deal further 
than the notion of covering the penis. There are indications in Egyptian and 
Talmudic writings that the packing of the vagina with various solid or semi- 
solid materials was recommended as a safeguard against conception. 
Nowadays these things can still be of value as makeshifts in parts of the 
world where other means are not available but they need hardly be con- 
sidered in this country. 
CAPS 

Perhaps the greatest advantage of all types of cap is that they can be 
fitted when most convenient to the couple and not at the time when coitus 
is imminent. Moreover, they need not, and indeed must not, be removed for 
some hours after: to be safe seven to eight hours should elapse after the last 
coitus before removing the cap from the vagina. For maximum safety they 
must be used with a chemical preparation of some sort which can con- 
veniently be applied in the form of a paste or jelly on the cap at the time of 
insertion. These appliances, with the exception of certain types of cervical 
cap, should be removed, cleaned and dried after they have been in the 
vagina for twelve to eighteen hours. With reasonable care a cap will last for 
several years. The main disadvantage is that the woman needs to be fitted 
with her cap and taught how to use it; moreover, the whole method is 
burdensome and requires care and determination to use persistently but, if 
it is so used, the degree of safety provided is probably higher than with any 
other of the local methods. 

The diaphragm or Dutch cap.—This is designed to fit diagonally across 
the vagina from the posterior fornix to the suprapubic nitch in the anterior 
vaginal wall. It should not be too small otherwise it may be displaced or by- 
passed during coitus; and it should not be too large otherwise it will cause 
an intolerable vaginal ache after it has been in for a time and the woman will 
not use it or it will protrude at the introitus and be uncomfortable to both 
husband and wife during coitus. 


These caps consist of a domed sheet of rubber moulded or fixed onto a circular 
flexible wire spring. The spring can be made of good quality stainless steel watch 
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spring, which bends only in the plane of the diameter but not at right angles, or of 
coiled stainless steel wire which bends in both planes. The diameters range from 
50 to 90 mm. The domed barrier is now usually made of latex rubber of varying 
thickness and elasticity though a few firms are experimenting with plastic. 

The diaphragm is the type of cap most commonly used and is certainly the 
easiest for most women to insert and remove. It is usually fitted dome up 
and its success as a barrier depends on teaching the woman the importance 
of getting the rim into the posterior fornix and of covering the cervix, on 
the presence of adequate vaginal tone, and a functional suprapubic nitch. 

A word of warning may be added here about fitting rings which are offered 
to practitioners by some of the firms. It is not easy to estimate correctly the 
size and type of diaphragm cap needed by any given woman without the 
barrier sheet of rubber being present. 

The vault cap.—This is designed to remain in position partly by suction 
and to fit over the cervix like a cup with the dome down and the rim placed 
snuggly in the fornices. 


These caps are made of various types of more or less tough rubber or of plastic 
and there is no metal rim in their circumference ; they are made in five sizes with a 
diameter ranging from 55 to 75 mm. 


It is not always easy for women, particularly if they are obese and have 
short fingers, to learn to fit these caps successfully but once the technique is 
mastered, and provided they are correctly chosen, the vault cap can be one 
of the most reliable and certainly the most durable type of cap. It is primarily 
of value when the vaginal walls have lost their tone and particularly if there 
is some degree of cystocele with loss of the suprapubic nitch. The cervix 
needs to be directed down the axis of the vagina or slightly forwards if this 
type of cap is to fit reliably; it is quite useless when the cervix is pointing 
back towards the sacrum. 

Cervical cap.—This is designed to fit directly on to the cervix like a 
thimble and is so shaped. It is made of more or less tough rubber, hard or 
soft plastic, and of metal, and there is a wide range of sizes. There must be 
an adequate intact cervix on which it can fit; the size must be chosen care- 
fully and the woman must be able to reach and recognize her cervix by touch. 
Given these conditions the cervical cap can be safe and comfortable to both 
partners. On the Continent and in the United States metal or hard plastic 
cervical caps are fairly commonly advised and may be fitted by the woman or 
her doctor at the end of a period and left in place until the next bleeding 
begins. The success rate with this method is claimed to be high. 


PREPARATIONS CONTAINING SPERMICIDES 
These include douches, pastes, creams, jellies, suppositories and foaming 
tablets, all of which can be used alone or with a barrier. 

Douching immediately after coitus with, for example, plain warm water, 
soapy water, vinegar or acetic acid and water is still used as the sole method 
of contraception by some women but a certain degree of subfertility must be 
present if this method is to be at all successful. Douching as part of a com- 
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bined method is more likely to be useful but is not now often advocated or 
accepted in this country. 

There is a formidable array of spermicidal products on the market and the 
practitioner who wants sound advice will do well to consult the Family 
Planning Association direct (Headquarters, 64 Sloane Street, London, 
S.W.1) or study its list of approved products, which have all been tested for 
spermicidal efficiency and for local harmlessness and many for clinical 
acceptability, rather than listen to the sometimes exaggerated claims made 
by commercial firms. Information about the recommended dose, relative 
cost, availability and usefulness in various climates of the products on the 
Approved List can also be obtained from the Family Planning Association. 

Practitioners living outside the United Kingdom may be interested to 
know that the International Planned Parenthood Federation (with its head- 
quarters at 69 Eccleston Square, London, S.W.1) is also concerned with the 
testing of spermicidal products and will shortly be publishing a list of 
products produced in many different countries which have been subjected 
to various tests and with what results. 

It may be asked why this multiplicity of spermicidal products. The 
answer is, of course, partly one of commercial enterprise and competition 
(as for so many other pharmaceutical preparations) but it is also necessary 
and convenient to have a fairly wide range of products because of individual 
likes and dislikes and because there is not at present a single product on the 
market to which a certain small percentage of men or women is not allergic. 


COMBINED METHODS 

The combined cap and chemical method has become associated in the minds 
of many with birth control clinics and it is felt that this is the only method 
taught at such clinics. Perhaps it is worth stressing that this is not so; 
certainly much less so than it used to be. The needs and personal likes and 
dislikes of the women and their husbands are individually considered and it 
is now well recognized by medical officers at clinics that caps of whatever 
type are not the universal answer to a contraceptive problem and that the 
failure rate may be very high owing more to non-use or misuse than to the 
actual unreliability of the method itself. ‘The not infrequent unacceptability 
of this method as a whole has been underlined by Mrs. L. S. Florence in 
her small book, ‘Progress Report on Birth Control’ (1956), and the Family 
Planning Association encourages its medical officers to keep careful records 
of the numbers and causes of failures among patients attending the clinics. 

Arising out of these investigations are the various clinical trials of simpler 
methods at present being conducted by the Council for the Investigation of 
Fertility Control (C.1.F.C.) with the aid of a handsome sum of money placed 
in Trust by Captain Oliver Bird who is particularly interested in the develop- 
ment of ‘simpler methods’. These trials, and of course many other similar 
clinical studies conducted in America, India, Japan and elsewhere, are 
demonstrating that the over-all effectiveness of chemicals used alone, e.g. 
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foaming tablets, various forms of suppositories, creams, pastes and jellies, 
approaches closely to that of combined methods. Nevertheless it must be 
stressed that when it comes to the actual reliability of a method used 
correctly and persistently the combined methods (i.e. sheath or cap plus 
chemical) undoubtedly come first, because the barrier eliminates the chance 
of direct insemination of highly motile sperm into the cervical canal. 


INTRA-CERVICAL AND INTRA-UTERINE DEVICES 
The gold pin, stud or wishbone, is designed to lie in the cervical canal with 
its inner or upper end passed through the internal os into the uterine cavity. 
These are potentially highly dangerous and should not be fitted. 

The Grafenberg ring, or Ota intra-uterine ring or wheel, made of coiled 
silver or gold wire or stainless steél (uncoated or coated with plastic) or of 
various forms of plastic, devised by Grafenberg some forty years ago and 
fitted by him with safety and success in many thousands of women, fell into 
disrepute because of wrong selection of cases and careless technique. This 
ring has come back into limited use during the past few years both in this 
country and on the Continent but particularly in Australia, where the 
number of women fitted with rings now runs into thousands. The value and 
limitations and potential dangers of this method are now perhaps better 
appreciated, and can be briefly summarized. It is the only impermanent 
method of birth control in which the responsibility is entirely removed from 
the shoulders of the couple, and is therefore valuable for the utterly feckless 
type who cannot or will not be sterilized; also for the couple whose marriage 
is in danger because one or both of the partners so dislike other methods 
that they cannot use them. The method is not 100 per cent. successful but 
is much more so than other methods in the type of case just mentioned. 
‘The woman must not have an inflammatory condition (old or recent) present 
in her pelvis. The ring is not always well tolerated and persistent menor- 
rhagia or metrorrhagia may develop. In these cases, if a dilatation and 
currettage does not settle the matter (as it often will), the ring must be 
discarded as a method. In any case it must be removed and replaced by a 
new one every twelve to fifteen months; the follow-up of these cases there- 
fore must be meticulous. Strict asepsis must be observed when fitting and 
removing. Large numbers of biopsies have been examined from women fitted 
with intra-uterine rings and no malignant changes have been reported. The 
only changes described are a mild round-cell infiltration and loss of surface 
layer of the endometrium. 
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WirtxHout doubt a ‘contraceptive pill’ is now available, but, the practitioner 
will want to know how it works. By inhibiting ovulation? By preventing 
implantation? By altering the consistency of the cervical mucus? He will 
want to know how to give it, whether it produces any undesirable effects, 
such as nausea, or disturbance of the menstrual cycle, or adverse effects on 
subsequent fertility, or on the function of other endocrine glands, or if it is 
likely to cause cancer. Is it prohibitively expensive? Has it been given a 
sufficiently long trial for him to assure his patient that no harm can develop 
in future years? 


THE IDEAL CONTRACEPTIVE 

A reasonably intelligent married couple can cope with their own personal 
problem of family planning by means of existing contraceptive devices: 
e.g. the ‘safe period’, mechanical and local barriers to prevent the sperm 
encountering the ovum. The problem which confronts the world, however, 
is the danger of over-population by the teeming millions of uneducated 
people to whom the conventional methods of contraception are beyond 
comprehension. Can a means of contraception be devised which, in the words 
of Parkes (1953), ‘is easily usable by any people intelligent enough to under- 
stand the possible consequence of coitus, and to know whether they do or 
do not wish to conceive’? The ideal method would be to take a contraceptive 
pill the effect of which would last indefinitely and then take another pill 
which would immediately restore fertility. No such pills exist or are likely 
to be discovered in the foreseeable future. 


THE BACKGROUND 
Many unsuccessful attempts have been made in the past to devise an oral 
contraceptive. A decoction of the plant Lithosperm was drunk in large 
quantities by the Indians of Nevada whose population diminished seriously. 
The properties of the extracts of this plant have been extensively studied 
by Noble (1959), who is gloomy about its prospects as an anti-fertility drug. 
Other plant extracts, such as may be derived from Pisum sativum (Sanyal, 
1951) and Caladium (Madaus and Koch, 1941), have been submitted 
to what Parkes describes as ‘some very unsatisfactory laboratory investiga- 
tions’. Phosphorylated Hesperidin is said (Sieve, 1952) to inhibit the action of 
hyaluronidase, the enzyme which was believed to assist the sperm in 
penetrating the gel surrounding the unfertilized ovum. It is now doubtful, 
however, whether this gel prevents penetration of the ovum in the human 
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subject. Certain Nitrofurans derivatives can, in toxic doses, arrest spermato- 
genesis. 

Sanyal (1959) has employed capsules containing 300 mg. of m-xylohydro- 
quinone given once a fortnight to suppress spermatogenesis selectively, the 
drug apparently having no effect on the secretion of testosterone from the 
Leydig cells. ‘Anti-metabolites’, such as aminopterin, aim to destroy the early 
embryo, but sometimes they merely interfere with its development resulting 
in the birth of a deformed child (Zuckerman, 1958). 

None of these methods can therefore be described as satisfactory. 


STEROID HORMONES AS ORAL CONTRACEPTIVES 
The introduction of the 19-nor derivatives of testosterone (Djerassi et al., 
1954) put a series of powerful oral progestogenic agents (‘progestins’ or 
‘gestagens’) at the disposal of the clinician. Prominent among their properties 
is the ability to inhibit ovulation and this led to their use as oral contra- 
ceptives. 

It had, of course, been known for many years that any of the sex hormones, 
cestrogens, androgens and progesterone, could inhibit ovulation by sup- 
pressing the production of pituitary gonadotrophins and as early as 1940 
Sturgis and Albright suggested using estrogen to suppress ovulation and 
relieve spasmodic dysmenorrheea which was believed to be due to the 
presence of endogenous progesterone. Indeed, it may well be asked why it 
is necessary to look further than to stilbeestrol which is so cheap and is cer- 
tainly capable of inhibiting ovulation if given in 2-mg. doses daily starting 
within the first five days of the cycle and continuing for 14 to 21 days. Three 
objections have been raised against the use of estrogen. One is that it is not 
possible to inhibit ovulation in successive cycles (Drill, 1959), although this 
has not been our experience (Bishop and Orti, 1952). The second is that it 
may eventually give rise to metropathic bleeding and the third is that 
cestrogens are potentially carcinogenic. This view is becoming increasingly 
held not only by doctors but also by the general public, although almost 
every authority who has studied the matter carefully has found no evidence 
to suggest that exogenously administered cestrogens are carcinogenic. 

A number of the 19-nor steroids are available for clinical use and more are 
coming on the market. The compounds that have received most thorough 
clinical trials are: 

17a-Ethynyl-19-nortestosterone (norethisterone; ‘primolut N’; ‘norlutin’). 
Mainly progestogenic. 

17a-Ethyl-17-hydroxy-19-norandrost-4-en-3-one (norethandrolone; ‘nilevar’). 
Progestogenic and anabolic. 

6a :21-Dimethylethisterone (dimethisterone ; ‘secrosteron’). 

17a-Ethynyl-17-hydroxyeestr-5(10)-en-3-one (norethynodrel ; ‘enavid’). 

Of these, norethynodrel has received by far the most intensive study as 
an oral contraceptive, thanks chiefly to the enthusiasm and administrative 
drive of Gregory Pincus. But in principle what applies to norethynodrel 
applies also to the other compounds. Consideration of this compound as a 


suitable contraceptive may be summarized as follows: 
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CLINICAL TRIALS 

The regime employed by Pincus, Rock, Chang and Garcia (1959) is to 
administer 9.85 mg. of norethynodrel + 0.15 mg. of 3-methyl ether of 
ethinylestradiol in a 10-mg. tablet daily from the fifth to the twenty- 
fifth day of the cycle. It is claimed that the addition of the cestrogen is 
essential to sustain the endometrium and prevent ‘break-through’ bleeding. 
Should norethisterone, containing no added cestrogen, be used, 20 to 30 
mg. are required daily and, according to Rock, Garcia and Pincus (1959), 
should norethandrolone be employed it is advisable to add 0.2 mg. stil- 
beestrol even to 40 mg. doses. Greenblatt (1959) emphasizes the undesira- 
bility of allowing ‘break-through’ bleeding to take place as it bewilders the 
woman who is therefore apt to abandon the use of the oral contraceptive: 
41 per cent. of those withdrawing from the trial in his series did so on 
account of ‘break-through’ bleeding. Tyler (1959) points out that ‘break- 
through’ bleeding can be promptly arrested by doubling or trebling the dose 
temporarily and he gives his subjects extra pills to cover this contingency. 
Very occasionally the expected ‘withdrawal’ bleeding, which normally fol- 
lows the 20-day course of treatment within a few days, does not occur, so 
that the subject should be instructed to restart treatment ten days after the 
end of the previous course should a ‘period’ not have occurred. 

Tyler found that 24 per cent. of the subjects in his series who withdrew 
from the trial on account of side-effects did so because of gastro-intestinal 
disturbances which he was quite confident were due to the added cestrogen. 
He did not get these side-effects with norethisterone which is also un- 
doubtedly cestrogenic, possibly because the cestrogen is inherent in the 
compound. Pincus, Rock and Garcia (1959), on the strength of a double- 
blind placebo/active material trial, regard the gastro-intestinal disturbances 
as largely psychogenic. The nausea tends to develop during early cycles of 
medication and wears off if treatment is continued. No liver or renal damage 
has ever been detected. Breast swelling and mastalgia may occur early, but 
after prolonged treatment Greenblatt thought there was even some evidence 
of mammary atrophy. Libido remained unchanged in half the subjects, was 
increased in a quarter and decreased in another quarter. According to 
Greenblatt, after prolonged treatment there was a marked reduction in 
sexual drive. In about a quarter of the cases there is some weight gain, 
mainly due to fluid retention, in which case salt restriction and diuretics may 
be indicated. When the compound employed is anabolic there may also be 
protein retention. 

No disturbance of other endocrine glands was demonstrated as the result 
of the trials, with the exception of the adrenal cortex. A diminished urinary 
excretion of 17-hydroxycorticosteroids was observed, but the plasma 17- 
hydroxycorticosteroid levels were above normal. There therefore seems to 
be some diminution in hydrocortisone clearance. No clinical signs of adreno- 
cortical deficiency were ever demonstrated. 

When treatment was discontinued ovulatory cycles of normal length 
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returned within two or three months (the immediate post-therapy cycles are 
apt to be somewhat prolonged), and there was no deleterious effect on 
subsequent fertility. Indeed, Pincus and his colleagues were impressed by 
the fact that so many subjects promptly conceived. 

The latest information of the Pincus trials (contained in the issue of 
Federation Proceedings, published in December 1959) indicates that nor- 
ethynodrel has been given in successive treatment cycles for two-and-a-half 
years, and 83 subjects have furnished information concerning their experi- 
ences with this method of contraception, representing a total of 8,133 treated 
cycles and corresponding to 635 woman-years. The pregnancy rate was 2.7 
per 100 ‘woman-years’, which represented a reduction in fertility rate of 
98.9 per cent. Further, the majority of the pregnancies occurred in cycles 
in which the subject forgot to take the tablets on certain days. In fact, in 
only one case did the patient emphatically deny having forgotten to take 
the tablets. 

The cost is not a serious consideration. At present prices it probably works 
out at between threepence and sixpence a day. Should these oral contra- 
ceptives be adopted on a national scale the cost would not only be consider- 
ably reduced but many Governments would be only too willing to subsidize 
the scheme heavily. 


TWO MISGIVINGS 
The two principal misgivings are whether prolonged suppression of pro- 
duction or release of pituitary hormones can lead to any permanent damage 
to the pituitary and whether these steroid compounds may be carcinogenic 


when given over many years. 

In the first place there is some doubt whether these compounds act solely 
by suppressing pituitary gonadotrophin production and thereby inhibiting 
ovulation. Their contraceptive effect could be due to their action on the 
endometrium. Norethynodrel, for instance, induces stromal hypertrophy 
and atrophy of the endometrial glands which might prevent implantation of 
the fertilized ovum. Secondly, progestogens alter the consistency of the 
cervical mucus and render it impenetrable by sperms, and should this 
effect occur at the time of ovulation (and there is evidence that it does) 
contraception might be achieved in this manner. 

There is, in fact, evidence that some of these gestagens do not inhibit 
ovulation, and perhaps the ideal oral contraceptive will be one which prevents 
implantation or produces a cervical barrier without inhibiting ovulation. 

With regard to carcinogenesis, it may take twenty years or more to answer 
this question. The present evidence is that no exogenously administered sex 
hormone, whether natural or synthetic, increases the tendency to induce 
cancer of the breast or uterus—not even the cestrogens. So far as gestagens 
are concerned there is some evidence that they are actually anti-carcinogenic. 
For instance, Hertz (quoted by Pincus, 1959) has shown that progesterone 
actually inhibits and leads to remission of carcinoma of the cervix. Further- 
more, it is Pincus’s contention that norethynodrel suppresses the endogenous 
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secretions of the ovary and supplies ceestrogen and progestogen substitu- 
tionally instead. He calculates, however, that the amount of cestrogen and 
gestagen supplied by this substitutional therapy is actually less than that 
normally produced by the endogenous secretion of the ovaries. 


CONCLUSION 

There is adequate evidence that a contraceptive ‘pill’ (consisting of a com- 
bination of a gestagen and an eestrogen) will effectively prevent conception, 
and that its administration does not affect subsequent fertility. ‘The problem 
of whether it produces these effects by suppressing pituitary activity and 
whether this is potentially harmful is still in doubt, although there seems 
to be very slender, if any, evidence that prolonged suppression of pituitary 
activity affects subsequent fertility. Indeed, there is an impression that it 
may increase the subsequent fertility rate. 

The question of carcinogenicity cannot be conclusively answered for 
many years. Present indications are that the preparations under consideration 
are if anything anti-carcinogenic. 

On the other hand, the presently available oral contraceptives are by no 
means ideal. Either the woman using them must be moderately intelligent 
or must be supervised by a dedicated social worker. Furthermore, ‘break- 
through’ bleeding and gastro-intestinal effects account for up to 25 per cent. 
of the subjects abandoning this method of contraception. 

On the present evidence these oral contraceptives are safe and effective, 
though it is clearly necessary to eliminate difficulties such as ‘break-through’ 
bleeding and side-effects before they can be considered perfect. 
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ARTIFICIAL INSEMINATION 
BY HUSBAND 


By G. I. M. SWYER, D.M., M.D., D.Put., M.R.C.P. 
Consultant Endocrinologist, Department of Obstetrics, University College Hospital 


At the present time, it is generally recognized that A.I.H. has a real, 
though limited, place in the treatment of infertility. Far from being a 
panacea, it is not conspicuously successful, even in carefully selected cases, 
and since it is obviously less convenient than natural coitus, it ought not to 
be advised except when investigation indicates it to be logically justifiable. 
From the fact that no fewer than 51 out of 114 of the author’s patients having 
A.I.H. gave up after six or fewer inseminations, it is clear that many in- 
fertile patients are not prepared to face the inconvenience of the procedure— 
or at any rate not for long. A.I.H., in proper circumstances, does not meet 
with disapproval by the Church of England though, like donor insemination, 
it is not permitted by the Roman Catholic Church. 


INDICATIONS FOR A.1I.H. 
The general indication is failure of spermatozoa to enter and survive within 
the cervical secretions, in spite of the seminal fluid being normal. 

(1) Conditions preventing effective insemination.—The commonest situation 
is mechanically defective coitus, in the absence of anatomical abnormalities, 
and without the realization of the couple themselves. It can be demonstrated 
only by repeatedly negative post-coital tests, the cervical mucus being 
normal but spermatozoa being absent or far fewer than the seminal quality, 
itself within acceptable limits, would justify. If advice on coital technique 
fails to improve the post-coital test, A.I.H. is justified. A more extreme 
situation is non-consummation, but this, in many cases, yields to digital 
dilatation of the vaginal introitus (by the patient herself), together with 
advice on coital technique; only if this approach fails should A.I.H. be 
recommended. Impotence as a cause of defective insemination is also a 
justification for A.I.H., provided (as is commonly the case, even when spinal 
lesions are the cause of the impotence) the husband can produce satisfactory 
semen by masturbation. Hypospadias of such a degree that, in spite of 
normal coitus, insemination is ineffective, is another justification, as are the 
presence of other anatomical defects in either husband or wife (e.g. tumours 
and the like, vaginal malformations and so forth) which impede effective 
coitus. In retrograde ejaculation (a rare disorder in which the semen passes 
upwards into the bladder, instead of being ejaculated through the urethra) 
the insemination of live spermatozoa recovered by centrifugation of the 

‘urine voided shortly after coitus has, in a few reported instances, led to 
conception (Hotchkiss et al., 1955; Taylor and Shotton, 1955). 

(2) Cervical hostility.— Defective insemination may result from the failure 
of the endocervix to produce secretions through which spermatozoa may 
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pass readily. A common cause of this is the condition generally regarded as 
cervical infection, though opinions vary on the precise nature of the infection 
and of the pathogens involved. Frequently, treatment with antibiotics leads 
to improved cervical function—and in any case, should precede A.I.H. 
which may be justified if the mucus remains hostile. In some patients, even 
during the fertile phase of the cycle, the quality of the cervical mucus, as 
well as its quantity, may be such that sperm entry remains deficient and 
again A.I.H. may prove effective. Amputation of the cervix may prevent 
access of spermatozoa to the uterus, though conception after amputation of 
the cervix is not uncommon. Cervical erosions, if secondarily infected, may 
provide a formidable barrier to sperm entry but often the post-coital test is 
highly satisfactory in the presence of an erosion. The usual practice of treat- 
ing erosions by cautery is not always effective and, if pursued too ruthlessly, 
may lead to a cosmetically satisfactory result but what, in effect, is a 
stenosed, functionless cervix which fails to produce secretions through 
which spermatozoa can pass. Dilatation followed by intra-uterine insemina- 
tion is then the only hope of conception. Pregnancy has been known to re- 
store normal cervical function, and subsequent conception to occur unaided. 

(3) Seminal deficiencies.—Artificial insemination of poor quality semen is 
unlikely to be effective unless the defect be simply a deficiency of volume. 
Whereas an ejaculate of only 0.5 mg. may be insufficient for normal coital 
insemination, it is quite enough for A.I. Concentration of the semen by 
centrifugation in cases of oligospermia, or replacement of the seminal 
plasma by resuspension of centrifuged spermatozoa in some other medium 
in cases of asthenospermia, followed by A.I. has been tried but it is largely 
an unrewarding procedure because human spermatozoa stand up so poorly 
to centrifugation. Generally speaking, therefore, A.I.H. has little or nothing 
to offer in cases of infertility due to seminal deficiency. 

(4) Others.—From time to time, A.I.H. has been used, sometimes en- 
thusiastically, in cases of infertility without obvious cause. There seems to be 
no justification whatever for its use in any case in which post-coital examina- 
tion during the fertile phase of the cycle shows adequate numbers of active 
spermatozoa in the cervical mucus. 

For further information on indications the reader is referred to Schellen’s 
(1957) monograph. 

TECHNIQUE 
Self-insemination.—In cases of defective coitus, due to impotence or other 
causes, self-insemination by the wife, using a suitable syringe (a syringe 
designed for self-insemination can be supplied by Allen & Hanburys Ltd.) 
containing her husband’s semen obtained by masturbation, has been ad- 
vocated. If, after such insemination a ‘post-coital’ examination reveals 
adequate sperm entry into and survival within the cervical mucus, there is 
no reason why the procedure should not be an effective substitute for coitus 
in the particular case, and conceptions have certainly resulted from its use. 
When post-insemination examination gives negative results, doctor-in- 
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semination, by one or other of the methods discussed below, will be required. 

Insemination by doctor.—Intravaginal insemination consists in the injec- 
tion of semen into the vaginal canal. Unless there has been some kind of pre- 
treatment of the seminal fluid, the doctor is scarcely necessary for this, 
since it can be done just as effectively by the patient herself. In para-cervical 
insemination, the semen is placed close to the cervix, most commonly by 
enclosing it within a cervical cap which is fitted to the cervix and left in situ 
for a number of hours. Probably the most commonly used method is 
intra-cervical insemination, the semen being injected through a cannula 
placed in the cervical canal. Only a fraction of a millilitre of semen can 
remain within the canal, the rest refluxing back into the vagina. IJntra- 
uterine insemination, the cannula being passed through the internal os, is 
logically required for cervical stenosis and hostility due to other causes. Its 
drawbacks are that passage of the cannula may be difficult, not more than 
0.25 to 0.5 ml. of semen is usually tolerated within the uterus (a greater 
quantity is apt to cause painful uterine contractions), and the risk of intro- 
ducing infection is increased. Attempts have been made to inject semen 
directly into the uterine tubes, by means of a long intra-uterine cannula 
directed towards one or other cornu of the uterus—but this seems scarcely 
to be a practical proposition. 

There is little evidence on which to assess the relative values of these 
methods. 

Kaskarelis and Comninos (1959) had only one conception using paracervical cap 
insemination, as against four by intracervical and eight by intra-uterine insemina- 
tion in 86 couples with a minimum of seven cycles of insemination. In my own 
series of conceptions by A.I.H., three (in two patients) were by self-insemination, 
four were by intra-uterine and 16 by intracervical insemination (the total distri- 
bution of types of insemination in the entire series of patients who had had A.I.H. 
was: self-insemination 7, intra-uterine 63 and intracervical 98, some patients, of 
course, having been inseminated by more than one technique). 

This suggests the relative efficiency of self-insemination (in suitable cases) 
and of intracervical insemination. 

The semen for insemination is usually collected into a suitable clean, dry, 
slightly warmed glass container. Generally speaking, masturbation is the 
only reliable means of semen collection (this provides a more or less for- 
midable barrier to a few individuals who might otherwise find no grounds 
for disapproval of A.I.). Alternative methods, such as coitus interruptus, or 
the use of a washed condom, from which the semen is immediately allowed 
to drain into a glass jar, may sometimes be substituted for masturbation but 
seldom prove satisfactory. Obviously, it is best if the semen is comparatively 
fresh when inseminated, but a time-lapse of two hours or so is of no con- 
sequence if the semen is of good quality—and if it is not, then insemination 
is probably useless anyway. 

After insemination, some practitioners leave their patients, for varying 
lengths of time, in what they regard as the position most likely to facilitate 
sperm migration. It is more than doubtful whether this serves any useful 
purpose; probably just as many conceptions occur when the patient gets up 
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within a few minutes of insemination as when she is kept lying down for 
half-an-hour or more. 

The timing of A.I. in relation to the menstrual cycle is obviously important 
since conception is likely only if insemination takes place within a short time 
(perhaps twenty-four hours or less) of ovulation. 

When the patient’s menstrual cycles are essentially regular, it is not too difficult 
to predict the approximately correct time which, in a 28-day cycle, would be from 
about the 12th to the 14th day (counting as day No. 1 the day on which the previous 
period started). When the cycles are irregular, the prediction of the probable day 
of ovulation is much more difficult. Of the various techniques for ovulation pre- 
diction which have been used, the basal temperature record is the most popular, 
but it cannot be too strongly insisted that the characteristic rise in the basal tem- 
perature, caused by progesterone secreted by the corpus luteum, occurs after 
ovulation, and therefore when it is already too late to inseminate. Other methods 
involve daily examination of the vaginal smear (which may be accurate, but is of 
limited practical value), of the cervical mucus (also of limited practical value) of 
the detection of glucose, by means of test paper, in the cervical secretions. An 
applicator of American design has been introduced to enable the patient to per- 
form her own glucose detection studies daily—but my experience casts doubt on 
whether. glucose appears at all regularly in the cervical secretions of ovulating 
women. 

The number of times insemination should be performed in each cycle is 
debatable. I endeavour to carry it out twice per cycle, leaving a free day 
between each pair of inseminations, but 10 conceptions occurred in cycles 
in which a single insemination, and a similar number in those in which two 
inseminations, had been performed. It is also of interest to note that success- 
ful single inseminations were made on cycle days 11 (2), 13 (3), 14 (1), 
15 (2), 17 (1) and 21 (1), the numbers in brackets referring to the number of 
conceptions in each case. 

COMPLICATIONS 

The complications of A.I.H. are cervical bleeding, abdominal pain and 
infection. The first is unavoidable in some women, does not seem to militate 
against success and is trivial. It is sufficient to tell the patient about it, if 
instrumentation has caused bleeding, and that it is of no consequence. The 
second is usually due to uterine irritability towards semen and is most likely 
after intra-uterine insemination, especially if more than a fraction of a 
millilitre of semen is injected. The complaint of pain, in some cases asso- 
ciated with nausea, was made by four out of 112 of my patients who received 
A.I.H. Infection is the most formidable complication and would seem to be 
most likely to follow intra-uterine insemination. Acute salpingitis followed 
such insemination in one of my patients, the course of the illness, however, 
leaving little doubt that the salpingitis was tuberculous, the insemination 
having perhaps lighted up a pre-existing undetected pelvic tuberculosis. 


RESULTS OF A.I.H. 
Published data on the results of A.I.H. have been collected by Schellen 
(1957), who points out that they must be accepted critically and refuses, 
for example, to believe the claims of De Lajatre that no fewer than 504 of the 
567 women he inseminated became pregnant. In the literature up to 1918, he 
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accepts the reports of 39 successful cases out of a total of 112 (approximately 
30 per cent. conception rate) and in a series of more recent publications, he 
quotes success rates varying from o to 100 per cent. So many variables can 
affect the outcome, however, that comparison of different series is largely 
meaningless. My own series consists of 114 patients, 20 of whom have had a 
total of 23 conceptions by A.I. (17.5 per cent.); but if it be allowed that 
fewer than 12 inseminations (i.e. over approximately six cycles) does not 
constitute a fair trial, then 75 patients should be excluded, leaving 39 of 
whom 20 conceived (51 per cent.). 

The results with donor insemination (A.I.D.) appear from the literature 
to be superior to those with A.I.H., but it is interesting to note that Barton 
(1955) found an over-all failure rate of 42 per cent. with A.I.D. in ‘fecund 
women’ which, she considers, reflects the incidence of female infertility not 
detectable by available diagnostic methods. 

The number of inseminations required before conception has occurred has 
ranged between one (3 cases) and 42 (1 case) in my series. Nine of the 
patients in this series conceived without A.I. Three of these had had A.I. 
pregnancies, of which one ended in abortion; this patient then had three 
unaided pregnancies, the first ending in abortion and the second in neonatal 
death. The other two patients each had a normal unaided pregnancy. Six 
patients failed to conceive by A.I. but subsequently had unaided pregnancies. 
These data are quoted because they emphasize the uncertainty that concep- 
tion occurring when A.I.H. is being used is necessarily a consequence of 
the procedure. 

SUMMARY 
The general indication for artificial insemination with the husband’s semen 
(A.I.H.) is failure of spermatozoa to enter and survive within the cervical 
secretions, in spite of the semen being normal. This is discussed under the 
headings: (1) conditions preventing effective insemination and (2) cervical 
hostility. Other considerations are dismissed as seldom justifying A.1.H. 

Technical procedures described include self-insemination, intra-vaginal, 
para-cervical, intra-cervical and intra-uterine insemination. 

The complications of A.I.H. are cervical bleeding (trivial), abdominal 
pain and infection; the two latter are more likely with intra-uterine 
insemination. 

The results of A.I.H. are less satisfactory than those of donor insemina- 
tion (roughly 30 per cent. success as compared with about 60 per cent.) but 
they are influenced by so many factors, not the least important being the 
patient’s willingness to persist in the procedure, that a generalization is not 
very meaningful. 
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STERILIZATION, in the present context, is assumed to imply the deliberate 
permanent destruction of a woman’s procreative function. ‘Incidental’ 
sterilization in the course of procedures primarily designed for the removal 
or functional destruction of diseased organs is in a different category, and 
is not included: e.g. hysterectomy for fibroids or malignancy, bilateral 
salpingectomy for pyosalpynx, bilateral o6phorectomy for malignancy, ir- 
radiation for malignancy or intractable uterine hemorrhage. This ‘incidental’ 
sterilization is the only type morally sanctioned by the Roman Catholic 
Church. Temporary sterilization by hormonal treatment is discussed in 
another article in the symposium (Bishop, 1960). 

This article is therefore confined to a consideration of those procedures in 
which destruction of the reproductive function is the primary purpose, and 
includes cases in which healthy tubes are deliberately occluded or removed 
on the occasion of some other abdominal operation (e.g. appendicectomy, 
Cesarean section). The fact that the abdomen has been opened for some 


other purpose does not legally justify such a procedure. 


THE LEGAL POSITION 

It must be emphasized that all such procedures are strictly illegal, par- 
ticularly in view of the common misconception that consent of the patient 
is alone required, ‘The Medical Defence Union obtained Counsel’s opinion 
on the matter in 1949, and, though subsequent consideration has made 
further opinion desirable, the original conclusions are important and not 
fully appreciated by the majority of doctors. Although the operation does not 
occasion obvious physical injury, it does ‘deprive the woman of the power 
to exercise one of the most vital functions of mankind, and amounts to 
grievous bodily harm’ (Offences against the Person Act, 1861). There has 
never been a ‘test case’ in the courts, but an analogy may be drawn from 
decisions with regard to operations for abortion, in which the judgment in 
Rex v. Bourne 1939 amounts to saying that the only sort of danger to 
physical or mental health that can justify abortion is danger believed by the 
operator to be so grave that peril to life is at least a possibility. A more 
recent judgment (Rex v. Harrison), however, goes further by indicating 
that abortion is justified ‘to prevent serious injury to physical or mental 
health’ alone. In drawing any analogy between this and sterilization, the 
difference between ‘the prevention of the creation of life’ and ‘the destruction 
of life in being, though not born’ must be kept in mind. 
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Counsel’s opinion draws attention to a further point of law in relation to 
sterilization. ‘It might be held, apart from the actual grievous bodily harm 
aspect of the matter, that sterilization was injurious to the public or to the 
prejudice of the community because patients lose their ability to procreate’, 
and it is stated that ‘all such acts or attempts as tend to the prejudice of the 
community’ amount to the common law misdemeanour of effecting a public 
mischief. No such charge has ever been tested. 

As the law stands at present it would seem that, by analogy with abortion, 
sterilization would be justified if it were honestly believed that pregnancy 
would entail death or serious injury to the physical or mental health of the 
mother. The law makes no reference to the child but Lord Justice Denning, 
in his inaugural address at King’s College Hospital, indicated his opinion 
that English law would sanction therapeutic abortion to avert the birth 
of defective and malformed infants in the case of maternal rubella in the 
early months of pregnancy. Again by analogy, it seems possible that a 
similar attitude might be adopted in the case of sterilization of a woman 
doomed inevitably to produce offspring grossly disabled, physically or 
mentally, but such an assumption has never been tested. 


INDICATIONS 

In view of the legal position it is clear that sterilization can only be justified 
on purely medical grounds. Convenience, economy or compassion, however 
strong the emotional appeal, can never be considered. Furthermore, as the 
aim is purely to prevent pregnancy, sound contraceptive practice ought 
theoretically to eliminate the necessity for sterilization. It must be admitted, 
however, that no known method of contraception is infallible, and there are 
some women who, for various reasons, find it impossible. In such cases, if 
the medical condition is permanent and unlikely to be cured or sufficiently 
improved to permit future pregnancy with safety, sterilization would 
appear to be justified. But it must be remembered that medicine is always 
advancing, and new methods of treatment are continually emerging. Hence 
the need for sterilization diminishes as knowledge improves. 

For these reasons it is not possible to lay down a list of absolute indications 
for sterilization. Each case must be carefully considered on its individual 
merits. The risks of the procedure must be weighed against the benefits. 
Sterilization is often combined with termination of an existing pregnancy, 
and whether the procedure is vaginal or abdominal there are dangers of 
shock, sepsis and embolism (Sjévall, 1951). The later psychological effects 
of ‘barrenness’, the possibility of change of mind, of remarriage, or of the 
deaths of previous children, the disturbance of sex life, these and many 
other factors must not be overlooked. 

An analysis of the records of the department of obstetrics and gynecology 
at the Princess Mary Maternity Hospital, Newcastle upon Tyne, showed 
that in the period 1956-59 sterilization was performed in 50 patients. 
Details of the 46 patients whose notes were available are given in table I. 
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HEART DISEASE 
Heart disease, with a death rate of 2 to 3 per cent., has now become a 
prominent cause of maternal mortality (Ministry of Health, 1957). In cases 
lacking antenatal care it may be as high as 44 per cent. (Bramwell, 1953). 
Ninety per cent. are of rheumatic origin and about 5 per cent. are congenital. 
Mitral stenosis, alone or combined with other lesions, accounts for 85 per 
cent. of cases (Macrae, 1948). From the obstetrical point of view, functional 
capacity is of greater importance than the actual lesions, and for this reason 





Medical Obstetric 
Cardiac disease } Previous Czsarean sections (one 
Chronic nephritis with ruptured scar) 2 
Essential hypertension Psychiatric 
Grande multipare with severe Fetal 
anzmia Rhesus iso-immunization 
Diabetes mellitus Recurrent congenital abnormality 
Chronic bronchitis (pulmonary in- Social 
competence) 
Ulcerative colitis 











‘Tas_e I.—Indications for which sterilization was carried out at the department of obstetrics 
and gynzcology, Royal Victoria Infirmary, Newcastle upon Tyne, in 1956-59. 


the New York Heart Association (1939) grouping is valuable. The vast 
majority of cases fall into groups 1 and 2, and by modern methods of ante- 
natal care deterioration can be prevented. Close cooperation with a cardio- 
logist and early clinical assessment, including electrocardiography and 
radiology, are paramount. Rest, hospitalization, home helps, and protection 
against overexertion, anemia and upper respiratory infections are vital. 
Under such a regime remarkable results can be achieved. Furthermore, the 
operation of valvotomy in suitable cases, even during pregnancy, has im- 
proved the prognosis. Hence the incidence of congestive heart failure, 
hitherto the chief reason for prohibiting further pregnancy, has been greatly 
reduced. It must be recognized, however, that each successive pregnancy 
and labour imposes a certain strain on the cardiac musculature, and that the 
incidence of congestive heart failure or gross cardiac enlargement may 
materially shorten the life of the patient. Furthermore, the physical effort of 
caring for a large family may add its quota of damage. In such cases, when 
contraception fails, the case for sterilization may be considered, but the 
operation risk must not be overlooked. 


CHRONIC NEPHRITIS AND ESSENTIAL HYPERTENSION 
Chronic nephritis is now a comparatively rare disease in women of child- 
bearing age. Associated with pregnancy it entails grave risks of further renal 
damage, uremia, accidental hemorrhage and other severe obstetrical com- 
plications. Differential diagnosis is sometimes difficult, especially in the 
milder cases in which the history, symptoms, biochemistry and renal func- 
tion tests are quite inconclusive. Except in severe and obvious cases, preg- 
nancy proves to be the most refined test of renal function. The primigravida 
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can therefore generally be allowed to proceed with her pregnancy under the 
closest possible supervision, and only in the event of imminent complications 
need intervention take place; but it must be remembered that further renal 
impairment is likely to supervene with each subsequent pregnancy. In such 
cases, in which complications have occurred and renal function tests show 
deterioration, the prognosis for the mother is so grave and the outlook for a 
viable infant so poor that sterilization would appear to be justifiable. 

Other kidney conditions.—Decision to sterilize in these cases depends upon 
the clinical and biochemical assessment of renal damage. For example, 
careful consideration would be given to bilateral polycystic disease or severe 
chronic pyelonephritis with or without calculi, with severe renal damage. In 
cases of previous removal of one kidney, the decision would depend entirely 
upon the functional efficiency of the remaining one. Tuberculosis of the 
urinary tract, except in the rare extreme cases of extensive destruction, does 
not justify sterilization under present conditions of early diagnosis and 
improved treatment. 

Essential hypertension.—Although this is strictly an ‘associated’ disease, it 
has a special obstetrical significance in its peculiar liability to the develop- 
ment of pre-eclampsia in the late weeks of pregnancy with an even more 
marked tendency to serious complications. Women suffering the ‘malignant’ 
rapidly progressive type of disease, have a very brief expectation of life and 
practically never become pregnant. The much commoner ‘benign’ type is 
slowly progressive and clinical evidence, apart from hypertension, is rare 
before the fifth decade. Consequently the obstetrician usually sees this 
condition at an early stage, but in patients over the age of 40 organic changes 
in the brain, heart and kidneys may occasionally be seen. Under good ante- 
natal care and expert supervision, and with the aid of the hypotensive drugs, 
serious complications to the mother can generally be averted and patients 
even with initial blood pressures of over 160 mm. Hg systolic and 100 
mm. Hg diascolic can be guided with safety through pregnancy (Morris 
and Browne, 1958), although the prognosis for the infant is by no means 
good. There is, however, an appreciable incidence of grave accidental 
hzmorrhage, and when this has once occurred, avoidance of future preg- 
nancy should be strongly urged. 


TUBERCULOSIS 
Pulmonary tuberculosis.—The great advances in medical and surgical treat- 
ment, and their availability to the expectant mother have now rendered 
therapeutic abortion and sterilization unnecessary. 

Non-pulmonary tuberculosis.—Tuberculosis in the dorse-lumbar and 
sacro-iliac regions of the spine, in the pelvic bones and hip-joints may 
present the orthopedic surgeon with considerable problems of immobiliza- 
tion during pregnancy, and the mechanical disturbance of late pregnancy 
and labour may impair therapeutic efficiency. These conditions, however, 
are so curable with present methods that sterilization is not justified. 
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Pulmonary incompetence.—Jettcoate (1960) has drawn attention to this 
recently recognized condition with special reference to previous pneumonec- 
tomy and particularly when the remaining lung is impaired. Dewhurst (1953) 
also published examples of the same condition in cases of distorted thoracic 
cage arising from severe kyphoscoliosis in the mid-thoracic region. Deaths 
have occurred from respiratory embarrassment in late pregnancy and labour. 


DIABETES MELLITUS 
Since insulin and dietetic control under a strict routine of joint antenatal 
care have practically removed the risk to the mother and greatly improved 
the prognosis for the infant, there would appear to be no scope for destruc- 
tive procedures. Diabetic glomerulo-sclerosis with renal failure is rare in the 
childbearing age-group. Its occasional occurrence, however, renders preg- 
nancy a grave hazard and justifies sterilization. Physicians who specialize in 
this field consider it inadvisable for these women to have large families. 
The increased trend to delivery by Czsarean section would seem to restrict 
the number to three. 


PREVIOUS OBSTETRICAL AND GYNACOLOGICAL 


COMPLICATIONS AND OPERATIONS 
Cesarean section.—Up to thirty years ago, the vast majority were upper 
segment operations performed for ‘contracted pelvis’ and entailing a high 
proportion of ‘repeat cases’. One recalls examples of five, six and even eight 
operations on the same patient. Equally, one remembers with regret an 
incidence of about 4 per cent. of rupture of the uterus, often with fatal 


results to the foetus or mother, or both. The gradual increase of non-re- 
current indications, such as placenta previa and so-called uterine inertia, 
has diminished the ratio of ‘repeat cases’. Moreover, the substitution of the 
‘lower segment’ technique has reduced enormously the incidence of rup- 
tured scars as well as the risk to mother and baby in the event of rupture. 
Despite these improvements, it is still common practice to sterilize the 
patient at the time of the third operation, largely on the grounds that it is 
unfair to submit her to further abdominal operations. Although this borders 
on ‘compassion’ it can be psychologically justifiable in individual cases. In 
the presence of a weak or partially ruptured scar, unsuitable for excision and 
resuture, or of multiple adhesions, it can be clearly indicated in view of the 
genuine danger of future pregnancies. 

Ruptured uterus.—Many of these cases demand ‘incidental’ sterilization in 
the form of hysterectomy. In younger women, however, resuture is carried 
out when safe and possible. Occasionally in such cases, it may be considered 
that the resutured scar would be unsafe for future pregnancies and a 
deliberate tubal sterilization may be justified. 

Previous gynzcological operations for extensive prolapse or complicated 
vesico-vaginal fistula have been cited as reasons for sterilization. The hazards 
in these cases, however, arise from vaginal delivery and do not preclude in 
any way the abdominal approach. 
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INHERITED DISEASES AND MALFORMATIONS OF THE F@TUS 
The legal position with regard to these conditions has already been men- 
tioned. There are a few women whose histories indicate carriers of genes 
either likely to be lethal to the offspring or productive of mentally or 
physically disabled children. The opinion of an expert geneticist is essential 
before any radical measures can be considered. It is the repetition of mal- 
formations rather than their inevitability that produces profound psycho- 
logical disturbances in the mother. 

Rhesus incompatibility.—Repeated stillbirths, proved to be due to this 
cause, when the husband is homozygous Rh positive, were the indication for 
sterilization in eight of our cases. The psychological effect on the mother in 
these cases may be quite serious; indeed, three of our cases actually became 
psychotic. Additionally, it has often been noted that there may be con- 
siderable obstetrical hazards in the form of severe pre-eclamptic toxemia, 
accidental and post-partum haemorrhage and afibrinogenemia (Scott, 1958; 
Jeffcoate and Scott, 1959). A clear past history and positive hamatological 
findings would appear to justify sterilization in such cases. 


PSYCHIATRIC DISORDERS 
Controversy in this field is largely due to the extreme variation of views of 
psychiatrists themselves, and, to a smaller extent, to the willingness or 
otherwise of obstetricians to accept those views. Few obstetricians, and 
by no means all psychiatrists, can claim authentic knowledge by experience 
and follow-up of the ultimate effects of pregnancy, labour and the puer- 


perium on psychoses and neuroses. 

It would seem reasonable therefore that the obstetrician, when in doubt, 
should seek the opinion of more than one psychiatrist before resorting to 
any radical procedure. Many of us are disquieted by the increasing propor- 
tion of therapeutic abortions performed on psychiatric indications in some 
clinics. An unwanted pregnancy may induce an acute anxiety state which, 
even with the threat of suicide, may have widely varying significance. 
Termination of such a pregnancy may lead inevitably to a request for 
unjustified sterilization. Orton (1960) expresses the view that repeated 
puerperal psychoses, severe enough to require inpatient treatment (and 
especially if requiring certification) constitute adequate grounds for steriliza- 
tion. With schizophrenic puerperal psychosis two such attacks would 
justify it, ‘as two remissions in such an illness are fairly common but a third 
one rare’. Even in cases in which a single attack has been followed by only 
partial remission, ‘a worsening with chronicity would be likely with a further 
pregnancy’ and sterilization should be considered. Very occasionally a 
severe chronic and intractable anxiety neurosis due to a morbid fear of 
further pregnancy is encountered. The patient dreads even the remotest 
contact with her husband, thereby wrecking the happiness of the whole 
household. In these rare circumstances sterilization may lead to an astound- 
ing improvement when all psychiatric treatment has failed—but scrupu- 
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lously careful selection must be exercised, for other obsessions may supervene 
in such unstable women. 

It must be emphasized that in the psychiatric field interference with the 
procreative faculty demands the utmost caution, for its ultimate repercussions 
on the mental state of the woman are difficult to predict and may be serious. 


ORGANIC NERVOUS DISEASES 

Few, if any, of these are affected adversely by childbearing but some are so 
progressively disabling as to render the woman ultimately unfit to shoulder 
the responsibilities of a young family. The resultant physical and mental 
strain may have grave effects on the mother’s health. Multiple sclerosis is 
not affected by pregnancy but there is a statistically significant increase in 
exacerbations during the few months following delivery. Severe epileptics 
present a difficult problem and recent work emphasizes the gravity of 
‘status epilepticus’. Obviously in this group of patients, advice on contra- 
ception is unlikely to be effective. 


CONCLUSION 
An eminent American gynecologist (Wharton, 1947) considers that ‘many 
women are being aborted and sterilized for economic and social reasons 
which would hardly be acceptable under legal and moral scrutiny’. In this 
country every doctor should strive to keep this destructive operation to a 
minimum. Improvement in health and advances in medicine may well 
reduce the incidence or severity of some diseases at present regarded as 


adversely affected by childbearing. Widespread teaching of contraception 
(with appropriate deference to individual religious views) should reduce the 
necessity for radical procedures. Scrutiny of the figures from various clinics 
emphasizes the controversy still prevailing in the psychiatric field. 
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THE PROBLEM OF ADOPTION 


By A. P. NORMAN, M.B.E., M.D., F.R.C.P. 
Physician, The Hospital for Sick Children, Great Ormond Street 


THE last thirty years have seen the process of adoption become regularized 
and accepted, to the great advantage of many children and many childless 
couples. Much has been written on the subject and at the end of this article 
some references are given to a few reports and publications which should 
be read by the doctor who has no intimate knowledge of adoption and who 
wishes to know something about it. No effort has been made in this article 
to discuss the legal and administrative problems, already adequately covered 
in the literature. 


COUNSELLING THE CHILDLESS COUPLE 
It is well known that now and then a couple, who after many years of child- 
less marriage adopt a child, find shortly afterwards to their surprise that the 
wife is pregnant for the first time. It is not so well known that, even after 
years of marriage, simple ignorance may be the reason for failure to conceive, 
and the first duty of the practitioner consulted by such a couple may well be 
to discover whether they have the simplest knowledge of biological facts and 
of the mechanics of fertilization. Not everyone feels fitted to give advice on 
this subject but the practitioner who does not wish to do so should be ready 
to refer his patients to a suitable obstetrician, or to a fertility clinic. Only 
after it has been ascertained that simple explanation is not enough should it 
be necessary to consider investigation of the fertility of either of the pair. It 
is not essential to know that one or other of the couple is infertile before 
advising them to consider taking steps to adopt a child, but a reasonable 


presumption is advisable and a few adoption societies like to have a certificate 


of sterility. 

Some people have streng objections to the methods of investigating 
infertility and their principles must be respected; some couples would not 
wish to know which of them was responsible for their childless state. Con- 
sequently, investigations into their potential fertility should not be insisted 
upon. The birth of a child of their own after adopting someone else’s child 
is not, in any case, a disaster, but it may add to the complications of family 
life and put some added strain on their relations with the adopted child. 


THE SIGNIFICANCE OF ADOPTION 
With the knowledge that for one reason or another the couple are unlikely 
to have a child of their own, it is possible to discuss the question of adoption 
and it is essential to be quite certain that both husband and wife understand 
exactly what this means. Many people do not at first fully realize that it does 
mean that, when the adoption order is signed, the child is as much their 
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responsibility, morally, socially and legally, as a child naturally born to 
them. This, of course, is not quite true, as certain differences, such as the 
inheritance of titles, do still exist but the exceptions are largely irrelevant. 
They must understand that the child will be theirs, no matter what defects 
in character, intelligence or physique may become apparent later, and yet be 
warned that it is generally considered advisable to tell the child as early as 
he is capable of understanding, that he has been adopted and that they are 
not his real parents. This procedure is followed chiefly because experience 
has shown that secrecy almost always fails in the end and early knowledge 
gives the child time to adapt to the idea; it has been found that in practice 
this almost always comes about successfully. 


THE SUITABILITY OF THE ADOPTERS 

There is then the question of whether the doctor can honestly advise the 
couple who have consulted him to proceed with plans for adoption. Quite 
apart from questions of obvious ill health, mental or physical, which will be 
discussed later, there is the emotional and intellectual suitability of either or 
both to consider. There is a casual approach to adoption which would say 
that the normal child cannot choose his parents and that the unwanted child 
is lucky to be adopted at all and so why make a fuss about the suitability of 
the adopters. This, however, is fair neither to the child nor to the adopters, 
who have come to the doctor for advice. It must be recognized that not all 
people are naturally fitted to enjoy parenthood and a couple whose career 
for a number of years has been their life are quite likely, afer the first 
excitement has worn off, to find a child a tiresome burden. It is difficult to 
know what to advise when it is evident that one of the pair is likely to have 
no interest in the child whilst the other would welcome a family. This 
division of interest is unlikely to make for a happy home for the child and 
the latter may well accentuate any stress between the husband and wife. 

In general, any suspicion that a couple are considering adopting a child 
for any personal reason, such as to consolidate a shaky marriage, to satisfy 
an idea that it is the right and proper thing to have a family, or out of 
sentimental feeling, may indicate that adoption is not the right answer for 
the couple concerned. The wish to have a child (or children) for his own sake 
and for no other reason, is the only approach to adoption which is truly 
acceptable. It should be realized that there is strong pressure from relatives, 
neighbours and the community as a whole, to make the childless couple feel 
that they are at fault in not having a family and that they are in some way 
unnatural, if in fact they happen not to like or want children. Add to this the 
fact that adoption is fashionable at present and it can easily be recognized 
that many a couple, of whom one or both are quite unsuitable as parents, 
can persuade themselves that they should adopt a child, especially if they 
are comfortably off. 

It is little easier to give advice when the problem is not one of failure to 
conceive but of persistent miscarriage, neonatal death or inheritable disease, 
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and in such instances the answer is often either fairly obvious or it is evident 
that a special opinion is required. Persistent miscarriage is an obstetrical 
problem but, as its management may demand bed rest for the larger part of 
pregnancy, it places a heavy demand on the emotional stamina of the woman. 
It may be clear to the person who knows her that this is too much to ask. 
Neonatal death from rhesus incompatibility, for instance, does not neces- 
sarily preclude a successful outcome to a carefully managed subsequent 
pregnancy, although in some cases the expectation of this may be too small 
to make the effort worth while. The birth of a previous child with a geneti- 
cally determined disorder, such as phenylketonuria, galactosemia or cystic 
fibrosis of the pancreas, may or may not be a direct contraindication to future 
pregnancies, depending upon the dominance or otherwise of the gene, and 
the effect of the disease on the child and the family. In such cases a precise 
knowledge of the genetics of the condition is necessary or must be obtained 
before advice can be given although, when the genetic risk is known to be 
small, it may be kinder to take a chance and say without equivocation that 
the risk is no greater than with any other couple. 


ADVICE TO THE MOTHER 

This can be extraordinarily difficult, and all the more so because all the 
facts are rarely revealed to the stranger. Furthermore the mother herself is 
unlikely to know her own mind in the first weeks after delivery. This is a 
natural result not only of the psychological disturbances of pregnancy, but 
of the emotional conflict in which she finds herself. Consequently her 
intentions are liable to change bewilderingly from week to week. The 
knowledge of the experienced adoption worker is an advantage when it 
comes to helping the mother who is unable to decide whether she wishes to 
have her baby adopted, provided that she, the worker, has not taken up in 
regard to the problem a prepared position, which she applies wholesale. 

The problem is rarely difficult when the mother is already married; the 
matter is generally decided within the family and adoption is the usual 
solution. It is rarely difficult when the child is the product of an almost 
chance encounter with a practically unknown man. The girl is likely to be 
young and unable to support the child and her chance of a future marriage 
would be greatly minimized by the presence of the child. Adoption is the 
easy way out and in most cases is probably the correct solution. Adoption 
by the girl’s parents is an occasional possibility but is said to have the dis- 
advantage of requiring in later years a difficult explanation to the child that 
her real mother is the person she has always looked upon as her older sister. 

In many instances the gir] is still trying to persuade herself that the father 
of the child will marry her once the baby is born, and for this reason will not 
consider making any arrangements for adoption. In others, she is truly 
anxious to have and keep the baby. Very little is known of the motives 
which sometimes lie behind the fact of illegitimate birth, and until more is 
known about these it is difficult to know in some instances what are the true 
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feelings of the unmarried mother to the baby. It is most likely that stark 
economic facts and sometimes the hostile attitude of parents and relatives 
will decide the issue in the end. Consequently it is probably best to advise 
that contact be early established with an adoption society or the children’s 
officer of the local authority in order to make provisional plans for adoption. 
On the other hand, if the mother has somewhere to live and is not obliged 
to return early to work, there is nothing to be gained by urging an early 
decision. Once the decision is made to allow adoption to proceed, it should 
be final, and it is likely that the mother will be better able to understand and 
accept the necessity of, and finality of, adoption some weeks after the birth 
of the child, than she is immediately after her delivery. An expedient which 
is almost always unsatisfactory is placing the baby for a period with a foster 
mother or child minder, in the hope that a home may later be made for 
him, perhaps after the mother’s marriage. 


THE HEALTH OF THE ADOPTERS 

It is of course essential, before supplying information concerning the 
adopters’ health to an adoption society or other body, to have permission 
from both the husband and wife to do so. This having been obtained, records 
should be included in the letter to the society of any serious illness that 
either of them has suffered, and any relevant information concerning 
their present health. It is a help to the society if the letter is as objective as 
possible and if it contains the names of any specialist either of the couple has 
seen and any hospital he or she has attended on account of any serious 
complaint. The inclusion of copies of consultants’ letters is also of assistance. 

It is obviously best for a child that the adopters should survive his birth 
or adoption for some fifteen or twenty years and during that time be in 
reasonable health. Furthermore, it is obviously unwise for a person, who is 
unlikely to have a reasonable number of years of good health, voluntarily 
to burden herself further with a family. Hence in considering whether a 
couple can be recommended to an adoption society as suitable adopters, it 
is important to know whether they have had any illness that is going to 
terminate their life within this period or cause them to be incapacitated to 
the extent that they would be incapable of properly caring for the child 
before he is capable of looking after himself. Thus, diabetes, coming on in 
early adult life and well controlled on therapy, need not be a bar to adoption. 
Diabetes with an onset in childhood, on the other hand, even if it is well 
controlled, carries the possibility of serious complications some twenty years 
after its onset and makes the sufferer much less suitable as an adopter. 
Tuberculosis would at one time have ruled out the possibility of adoption, 
but chemotherapy has made such a change in the prognosis that a history of 
tuberculosis need no longer prevent the acceptance of a prospective adopter 
provided a satisfactory report is received from the chest physician or surgeon. 
Neoplastic conditions naturally tend to exclude acceptance but each case 
must be treated on its merits and a patient successfully operated upon might 
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yet be acceptable. Rheumatic heart disease or rheumatoid arthritis, even if 
unlikely to limit the span of life, may be sufficiently incapacitating to make 
the care of an adopted child excessively difficult, but no general rule can be 
laid down. For one thing the results of modern surgery in rheumatic heart 
disease may greatly change the prospects. 

In regard to suitability from the psychological standpoint, the family 
doctor, if he knows the adopters at all, is better placed than anyone to give 
an opinion. It is necessary, however, to guard against a tendency to consider 
the adopters’ benefit only. It is better to consider, not, will this help or 
benefit the prospective parents, but, are these two going to be able to make 
a happy home for the adopted child? Intelligence alone is of little account, 
within the limits of normality. It is doubtful whether many adoption 
authorities would accept a person with a history of psychosis, even though 
following a good recovery such a person may be quite capable of caring for 
a family successfully. It is those who have suffered from, or are suffering 
from, the milder forms of neuroses who are so difficult to assess. It is 
particularly in these cases that an objective report from the family doctor and 
an account of his own unbiased opinion is of great value to the adoption 
society. 

THE HEALTH OF THE CHILD 

It is not directly the practitioner’s business to say whether he thinks a child 
is or is not suitable for adoption, although his opinion on this may be of 
value to the adoption society and prospective parents. He is required only to 
indicate as precisely as he is able whether the child appears nermal, and if 
not to report the defects he has found. He should also point out what defects 
the child may inherit, if there is any known evidence of inheritable abnor- 
mality in the history of either of the parents. 

A principal anxiety of many adopters is that the child should be of good 
intelligence. Little is known for certain about the transmission of intelligence 
in normal children, but there is evidence to suggest that within a wide range, 
the intelligence of the child is somewhere near that of the parents, presuming 
these to have been of roughly equal intelligence. Intelligence, however, may 
be affected by brain damage before, during and after birth and by many 
other factors, of which environment is of considerable importance. It is 
somewhat unlikely therefore that the child of two dull-witted parents will 
be of more than average intelligence, and he may be as dull as, or duller 
than, the parents. It is likely that the child of intelligent parents will be of 
average or better than average intelligence. Further than this it would be 
unwise to go, and a mere gamble to do so. Prospective adopters who are 
anxious for a very intelligent child cannot honestly be satisfied without a 
very large slice of luck. Furthermore, the demand for qualifications such as 
this may suggest some degree of unsuitability in the adopters. 

It is well known that even severe degrees of mental defect may not be 
recognizable in the early months, all the practitioner can say of a child in 
the first weeks of life is that he shows no stigmata of any of the known syn- 
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dromes associated with mental deficiency and that he behaves as a normal 
infant for his age. As the months pass, it becomes more possible to say that 
mental and physical development is progressing at the normal rate, or 
conversely that it is to some degree retarded. An examination of the urine 
for phenylpyruvic acid must be carried out to exclude phenylketonuria, but 
this is only reliable in a percentage of cases during the first six weeks. It is 
very difficult in the young baby to satisfy oneself that normal vision and 
hearing are present, but it should be possible to be reasonably sure of normal 
vision by the time the child is four months. An ordinary careful examination 
will reveal most other congenital physical defects, but care needs to be taken 
to exclude congenital dislocation of the hip, easily missed in the examination 
of the newborn unless the examiner holds it particularly in mind. 

In the present state of feeling in the world, the possibility of a mixed 
racial descent can arouse anxiety. Not unnaturally, most adopters would 
rather have a child with whom they can to some extent identify themselves, 
can think of as their own, and whom the neighbour and casual visitor will 
not immediately pick out as different. It is only the large hearted, the parents 
with a family already, and the unusual who can easily accept a child of 
different colour and appearance from themselves. 

Babies of a parent or parents from one of the darker pigmented races may 
be almost impossible to distinguish at birth, and for the first months, but 
scrotal pigmentation may be present in the male from the first. The bluish 
birth mark known as the Mongolian blue spot, is commoner in pigmented 


than ‘white’ races, but is quite common in all. Blood examination for 
hemolytic anemia and, if indicated, hemoglobin examination for one of the 
hamoglobinopathies should generally be carried out before placing for 
adoption a child of Mediterranean or coloured parentage. 
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THE FAMILY PLANNING ASSOCIATION 
AND THE GENERAL PRACTITIONER 


By ELEANOR MEARS, M.B., Cu.B. 


Medical Secretary, Family Planning Association 


Most general practitioners know of the existence of the Family Planning 
Association (F.P.A.) and have some idea of the services it offers. It is 
widely known that in the last thirty years, the F.P.A. has grown from a 
cause promoted by a few daring reformers, into a national movement 
respected for the part it plays in therapeutic and preventive medicine. What 
started as the National Birth Control Association in 1930, because of its 
single aim to provide birth control advice for married women who required 
it, became in 1939 the Family Planning Association because of the extension 
of its work into the related fields of infertility and medical marital difficulties. 
This change has come about through the demands of the patients who have 
brought these problems to the clinics. 

This article is designed to draw to the attention of general practitioners 
the services which the Association offers. 


BIRTH CONTROL 
The 319 clinics (where 90,000 new patients were seen last year) in the 
Association all offer birth control advice to married women. Patients may 
be referred by doctors, hospitals, or social workers. ‘Those who attend are 
all seen by a doctor with special training in contraceptive techniques and 
are given advice in optimum birth control methods, consistent with their 
religious beliefs. For maximum safety this is usually some form of barrier, 
either an occlusive cap or a condom or sheath, used with a chemical cream, 
jelly, pessary or foaming tablet and sometimes used in association with the 
rhythm method. The patient who attends has a routine gynecological 
examination. If this is the method advised by the doctor, she is fitted with 
a cap and taught by the nurse how to use it. The patient is sent home with 
a practice cap to return to the clinic for a second visit, usually a week later, 
to be sure that she is using it properly and understands its use. If the patient 
is referred to the F.P.A. clinic by her own doctor, he will be informed of 
her visit, the method advised and any abnormality found at the examination. 
When a pathological condition which requires treatment is found during 
the course of routine pelvic examination, even when the patient has not been 
referred by her family doctor, the F.P.A. doctor will refer the patient back 
to her general practitioner for treatment or referral. 
PREMARITAL PATIENTS 

Many of the clinics now have special sessions for premarital patients and 
arrangements are often made for lectures or group discussions for premarital 
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couples, sometimes in association with the local Marriage Guidance Council. 

There is obviously more to the giving of premarital advice than birth 
control. Young people, realizing that a sound state of health is important in 
marriage, often come wanting a general medical overhaul: such an examina- 
tion is obviously wise if there has been any ill health in the past, or if there 
is any illness or disability in either family that might be hereditary. The 
family doctor is the obvious person to make such an examination and give 
such advice and the F.P.A. clinic doctor would certainly recommend this. 
The premarital patient with anxiety over sex functions or over consummat- 
ing the marriage, however, may find it easier to talk to someone she does not 
know. The attitude towards sex is of fundamental importance for the future 
sexual adjustment in marriage, yet it may be overlain by anxiety, fears and 
fantasies. A premarital interview may be of great help in revealing and over- 
coming false attitudes and the experienced doctor will help the young person 
to express such fears, to bring them into the open and to help him or her to 
get over them. Of course, many general practitioners act as valued counsel- 
lors in this way, too, but there are undoubtedly some patients who find it 
easier and less embarrassing to discuss these matters with someone who 
does not know them. 

Some premarital couples welcome a discussion on sex techniques and 
hygiene, and this is particularly helpful to those who have been brought up 
in homes where sex has been condemned. 

The premarital interview is also the best time to obtain advice on family 
planning. Young people often expect that the doctor will be able to estimate 
their fertility, and the fact that fertility can only be proved by conception 
should be explained, particularly to the couple marrying later in life, who 
might make a mistake in postponing the attempt to start a family. Most 
young couples will have discussed birth control together before consultation, 
and for those who want to postpone having children for some time, suitable 
methods will be suggested. If maximum safety is required, a cap or sheath, 
used with a chemical, will be advised. Some couples prefer to use condoms 
for the first few months, others choose the cap. When the latter is the method 
chosen, the premarital patient can be taught to stretch her hymen and can 
be fitted with a cap before marriage. In this case, she is recommended to 
return two or three months after her wedding for a further fitting as she is 
likely to have stretched in size. 

Because more time is required for helping premarital patients, many 
clinics hold separate sessions for them. 


THE NATIONAL HEALTH SERVIC! 
AND BIRTH CONTROL ADVICE 
As the F.P.A. is a voluntary organization, patients attending do pay a fee: 
in most clinics this is graduated according to circumstances. The National 
Health Service only accepts responsibility for the giving of birth control 
advice to patients who need it on medical grounds and the responsibility is 
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divided between the local authority and the regional hospital board. In 
practice, only a few local authorities have their own birth control clinics: 
the others implement the various memoranda issued by the Ministry of 
Health through cooperation with the F.P.A., either by direct payment of 
over-all grants or per capita payments or by indirect means, such as granting 
of premises. At present about four-fifths of the Association’s clinics are held 
on local health authority or regional hospital board premises. Very often 
indeed it is the local health authority which asks the Association to start a 
clinic in a new area. It will be understood therefore that many patients are 
referred to the F.P.A. clinics through the local health authority or regional 
hospital board. 


APPROVED LIST OF CONTRACEPTIVES 

For a considerable number of years the F.P.A. has been the only body which 
has assumed responsibility for maintaining and checking standards of 
contraceptives and it publishes annually an Approved List of all those 
mechanical and chemical contraceptives which pass its tests. ‘The tests for 
rubber goods have been devised with the cooperation of the British Stan- 
dards Institution. All chemical products on the Approved List are tested 
annually for spermicidal efficiency and clinical harmlessness, and the 
manufacturers undertake to conform to a number of important regulations, 
especially with regard to advertising. This Approved List, which includes 
the chemical composition of the active spermicide and pH values of each 
product, is available to all doctors on demand. 

The International Planned Parenthood Federation keeps a list of clinics 
and branches in overseas countries, as well as a list of contraceptive products 
available overseas, so that doctors whose patients are proceeding overseas 
can get this information from them. 


RESEARCH INTO SIMPLER METHODS OF BIRTH CONTROL 
The Oliver Bird Trust, which was established in 1957, has held three Oliver 
Bird Lectures, gives an Oliver Bird Prize for laboratory or clinical work 
bearing on the control of conception and has set up the Council for the 
Investigation of Fertility Control which works in conjunction with the 
F.P.A. in organizing tests and clinical trials in this country and elsewhere. 

Initial trials using chemical contraceptives on their own, have been 
carried out with 1000 postal volunteers to compare the efficiency and accept- 
ability of a cream, a gel and a foaming tablet used on their own. Now the oral 
contraceptive, used extensively by Dr. Gregory Pincus and his colleagues 
in Puerto Rico and Haiti over the last four years and more recently used 
by others in other parts of the world, is being tried out in this country. 
This, however, is given to volunteers only: patients referred by general 
practitioners to F.P.A. clinics in the normal way are given advice consistent 
with the usual F.P.A. policy of optimum safety. Any patient who volunteers 
for the trials of the new oral contraceptive is admitted to the trial only on 
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the understanding that her general practitioner is notified and his co- 
operation obtained. Such trials are at present held in very few areas. 


INFERTILITY 

About half of the F.P.A. clinics offer advice on subfertility, although very 
few undertake full investigations of the infertile couple, as this is provided 
in hospital in most areas under the National Health Service. There is, 
however, a considerable hiatus between the general practitioner and the 
hospital in this field because of the time-consuming nature of the preliminary 
investigations, and over recent years the contribution of the F.P.A. in this 
field has been in the understanding of the emotional and coital factors. 

A careful history is of paramount importance, including the age of both 
patient and husband, how long they have been married, how long attempting 
pregnancy, whether either has been married before, the husband’s occupa- 
tion, any previous operations and hospital reports, the family history both 
from the medical and fertility point of view for both husband and wife, and 
going on to the menstrual history and coital history, frequency of intercourse, 
whether ejaculation takes place inside the vagina, whether there is adequate 
erection and penetration on the part of the husband. A considerable propor- 
tion of infertile couples are found on examination not to have consummated 
the marriage, and cases of vaginismus, frigidity, impotence and other mar- 
riage difficulties are common. The history is often confused and experience 
helps in getting it. Then follows a general examination, abdominal and 
pelvic examinations, and speculum examination of the cervix, with particular 
reference to the accessibility of the cervix in the usual coital position. A 
discussion of emotional factors is helpful: e.g. whether both partners really 
want children. Much can be done with advice concerning coital techniques, 
and an explanation of the fertile period combined in suitable cases with the 
taking of a basal temperature chart. 

Some clinics also undertake post-coital tests and will arrange for semen 
testing, either at the local hospital or at the F.P.A. seminological laboratory. 
A considerable proportion of patients become pregnant as the result of this 
kind of help, but even when they do not, this preliminary investigation can 
effect a considerable saving of time at the hospital to which the patient is 
subsequently referred. No treatment is prescribed, of course, by the F.P.A. 
clinic except through the general practitioner. The patient who is toe be 
referred to hospital will be much helped by an explanation of the investiga- 
tions which are likely to be carried out and of course will again be sent 
through his or her family doctor. 

General practitioners who undertake this kind of preliminary investiga- 
tion themselves, will find the temperature charts and instructions to patients, 
which are obtainable from the F.P.A., particularly useful. 


SEMINOLOGICAL SERVICE 
Since 1945 at the F.P.A. headquarters, 64 Sloane Street, London, $.W.1, a 
seminological centre under the medical direction of Dr. H. A. Davidson 
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has been in being: (1) to give the practitioner reports on male fertility by 
means of semen examination, post-coital tests and, when indicated, tes- 
ticular biopsy and, if necessary, to offer advice on the management of sub- 
fertile cases; (2) to conduct research into the comparatively new field of 
male infertility. This service is used extensively by consultants, general 
practitioners, hospitals and F.P.A. clinics. The general practitioner who is 
interested in undertaking preliminary infertility investigations himself can 
send the patient for a semen report only: when this is unsatisfactory he can 
refer him for further investigation and advice. 


MARITAL DIFFICULTIES 

Arising out of birth control work, and driven by the demands of patients, the 
F.P.A. has in recent years extended its work into the field of marital prob- 
lems. Many among the thousands of normal women who come to the 
F.P.A. clinics take this opportunity to ask for advice on intimate marital 
problems, and questions relating to the sex education of children and 
adolescents. Some of these are simple questions—the result of ignorance, 
for instance—which can be helped by direct answers. Some of them arise 
out of emotional and marital difficulties, which the patient hopes to bring 
to the notice of the doctor: perhaps failure to consummate a marriage, 
vaginismus, dyspareunia or some degree of difficulty on the husband’s part. 
The joint physical and psychological approach of F.P.A. doctors to these 
problems is particularly helpful. When gynzcological examination is carried 
out the woman can be reassured about how normal her reproductive organs 
are (something well worth pausing to mention) and at the same time an 
opportunity can be given to the patient to express her fears, anxieties, 
fantasies and guilts. 

Doctors can do much to help in such cases by listening without condem- 
nation, by sanctioning sexual pleasure and encouraging patients to accept 
their sexual organs and feelings as normal and a source of pleasure and 
satisfaction. In this way, the doctor acts as a parental substitute and helps to 
undo the effects of years of taboos and repression over sexual matters. As it 
is important that the doctor’s answers should be based not on her own 
prejudices, but on a genuine understanding of normal marital patterns, 
doctors need to know the enormous variation of normal in marriage. It is 
essential that not only can the doctor accept what the patient tells her, but 
that she should not condemn or question the patient in any way which 
might reduce her confidence in her marriage relationship. Sometimes these 
sex difficulties in marriage are only a symptom of a severe neurosis or a 
psychosis. In such cases they would be referred for more skilled psychiatric 
help. 

The F.P.A. aims to train all its doctors, by means of lectures, discussions, 
and conferences, to deal with such difficulties and intends soon to include a 
preliminary introduction in the initial F.P.A. training course. A few fort- 
nightly or monthly case discussion seminars with experienced group leaders 
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have been established in some areas. Weekend conferences have been held in 
London, and in two centres out of London series of lecture discussions have 
been held. Some of these courses are open to interested doctors outside the 
F.P.A. and, of course, are open to men as well as women. 

Some F.P.A. clinics have established special sessions for medical marital 
difficulties, including some for men, staffed by male doctors. In one, group 
therapy with couples is attempted. As yet, there are very few of these special 
clinics, and usually only in the larger towns. The doctors who staff them 
have special experience in this work and the F.P.A. is making experiments 
in training such doctors to deal with these problem cases. It is obvious that 
those doctors who staff special sessions require much more comprehensive 
training and need to develop psychological insight. The case discussion 
weekly seminar with a psychiatrist and the discussion of actual cases being 
treated have so far been found to be the most valuable kind of training. One 
group of ten doctors has undertaken this training for two years and a further 
two groups or seminars have since been started. Whilst only a few clinics yet 
offer this specialist help in medical marital difficulties, the importance of 
this work in the future is recognized. 

At many clinics, too, there is cooperation with the Marriage Guidance 
Council so that suitable non-medical cases may be referred to the local 
counsellor from the F.P.A. clinic, whilst in some clinics a counsellor is in 
attendance during F.P.A. sessions to deal with problems that arise in the 
course of the clinic. 


HOW PATIENTS MAY BE REFERRED TO F.P.A. CLINICS 

A list of clinics in each area is obtainable from F.P.A. headquarters, 64, 
Sloane Street, London, S.W.1. This gives the times of clinic sessions, the 
type of work undertaken by the individual clinics and an indication of 
whether it is necessary for the patients to make an appointment. Doctors 
may refer their patients with or without a letter. When a patient is referred 
to an F.P.A. clinic by her own doctor, he is informed of her visit, the method 
advised and of any abnormality found on examination. In the case of a 
patient attending without being referred by her general practitioner, if any 
material clinical finding comes to light at examination, of which the patient’s 
doctor is believed to be unaware, the F.P.A. doctor—with the consent of the 
patient—informs the general practitioner of the relevant details. Whilst it is 
not considered essential for the patient’s doctor to be told when she attends 
an F.P.A. clinic of her own accord, this is desirable, provided the patient is 
agreeable to this being done. When a pathological condition which requires 
treatment is found during the course of a routine pelvic examination, the 
F.P.A. doctor refers the patient back to her own doctor unless there are 
special reasons which cause the patient to withhold consent. The F.P.A. 
doctor, of course, does not prescribe any medication for patients except 
through the general practitioner, nor refer patients to hospital unless 
authorized by the patient’s own doctor. 
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As already mentioned, patients referred to F.P.A. clinics will be expected 
to pay a fee. In most clinics there is a sliding scale of charges, but the fee 
usually covers any attendances in the course of a year. The patient attending 
for the first time for birth control advice usually has to make a second visit a 
week later and will usually be recommended to pay further visits at six- 
monthly or yearly intervals. 


TRAINING FOR DOCTORS 

The F.P.A. also offers training for doctors in marital and fertility problems. 
Fifty of its clinics are training clinics where the techniques of giving birth 
control advice can be learnt. This training is at present being expanded and 
will soon include an introductory series of lectures including all kinds of 
contraceptive methods, subfertility advice as it can be given in an F.P.A. 
clinic and orientation in sex matters, this to be followed by a minimum of 
three practical sessions at one of the training clinics. In a few centres, 
doctors may attend the subfertility sessions and particularly the seminologi- 
cal laboratory at headquarters in London to learn something of work in the 
field of male infertility, how to carry out post-coital tests and the like. 

As already mentioned, the F.P.A. also arranges lectures, case discussion 
conferences, seminars, and occasional all-day conferences to help doctors to 
deal with sex problems in marriage. Any doctor who is interested in attending 
any of those in a particular area should write to the F.P.A. 


MEDICAL STUDENTS 

The F.P.A. has also been much concerned in recent years with the teaching, 
not only of birth control, but also of medical marital difficulties, to medical 
students, and has been responsible for the introduction of such teaching in a 
number of medical schools. When a lecture on contraceptive methods is 
given to students, this is often given by the F.P.A. doctor in that area. In 
addition, students attend the local F.P.A. clinic for instruction in some 
centres, sometimes all of them being sent, sometimes such visits being 
arranged for those who wish to go. The subject matter of the lecture series 
given in five medical schools to students has been psychosexual development, 
normal coitus, normal marital adjustment, marital patterns, premarital 
preparation, sex difficulties in marriage, sex perversions and, when neces- 
sary, contraceptive techniques. Recently a series of seven lectures was held 
at B.M.A. House for senior medical students from those medical schools 
which failed to provide such teaching. These were very well received by the 
students, who expressed the need for help with their personal problems and 
their need to be presented with facts about normal marriage, sexual develop- 
ment, sexual perversions and methods of contraception particularly. Whilst 
this is not of direct concern to the doctor already in general practice, he may 
be reassured to know that an attempt is being made to meet the needs of the 
future general practitioner in this direction, 





THE DIFFERENTIAL DIAGNOSIS OF 
SPEECH DISORDERS IN CHILDHOOD 


By T. T. S. INGRAM, M.B., M.R.C.P.Ep., D.C.H. 
Department of Child Life and Health, University of Edinburgh 


THERE is a somewhat defeatist attitude among members of the medical 
profession towards the problem of the diagnosis of speech disorders in 
childhood. All too often the diagnosis as well as the treatment of patients is 
left to speech therapists, whose training is often too limited to enable them 
to make full diagnostic assessments. 

Since a large number of different physical, psychological and environ- 
mental conditions may result in the child having abnormal speech, history- 
taking and examination must be thorough, the general principles of diagnosis 
employed being similar to those used when other medical conditions of the 
child are being investigated. 

In this article a review will be presented of the methods of history-taking 
and examination which have been found useful in the Speech Clinic of the 
Royal Hospital for Sick Children, Edinburgh. Some of the commoner 
disorders of speech will then be briefly described. 

Preferably the history is taken from the mother since almost invariably 
she knows so much more about the child than anybody else. The mother’s 
information may be supplemented by information from other relatives, 


hospitals, especially maternity hospitals, schools and clinics. 


FAMILY HISTORY 

Since a high proportion of children suffering from speech defects have 
relatives suffering from similar speech disorders a detailed family history is 
valuable. Children with specific developmental speech disorders (develop- 
mental aphasia, developmental dysphasia, developmental articulatory 
apraxia) are especially likely to have parents, siblings and other relatives who 
also had a history of slow speech development. It may be difficult to obtain 
an accurate account of these, but a history is common of other relatives 
talking so babyishly at the age of five when they first went to school that 
their teachers could not understand them. Similarly between one-third and 
one-half of children with stammers have close relatives who also had or have 
irregularities in the rhythm of speech (Johnson et al., 1948). A positive 
family history of speech disorders is much less often obtained when the 
child’s speech disorder is due to abnormality or paresis of the organs of 
articulation—true dysarthria (Morley, 1957). 

Children with specific developmental speech disorders and stammer are 
commonly ambidextrous, and the handedness of other relatives should 
always be noted. A high proportion of relatives of patients with these 
conditions will be found to be left handed or ambidextrous (Travis, 1931; 
Orton, 1937). 
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PERSONAL HISTORY 
This should comprise an account of the patient’s birth and illnesses, and a 
description of his physical, motor, adaptive, linguistic and social behaviour 
(Gesell and Ilg, 1943). 

Speech defects in otherwise healthy children appear to be caused only 
rarely by birth injury. When birth injury has caused significant brain 
damage to which the speech defect is attributable, there is almost always 
associated cerebral palsy or, less commonly, mental defect or epilepsy. 
Nevertheless it is worth while obtaining a detailed account of the mother’s 
pregnancy, labour and delivery. The birth weight should be noted, for a 
relatively high proportion of prematurely born babies later show speech 
defects of various types (Drillien, 1959). 

The history of previous illnesses may be most revealing in indicating the 
cause of speech difficulties. For example, histories of severe neonatal 
jaundice or of meningitis or chronic otitis media suggest the possibility of 
residual hearing defect (Gerrard, 1952). 

In the past three years three patients over the age of four have been examined 
who had suffered meningitis in infancy, and in whom severe hearing loss was 
revealed for the first time in the Speech Clinic. 

A history of persistent croupy coughing during infancy with remissions 
and exacerbations should make one suspect an organic cause for dysphonia, 
or hoarseness of voice, a condition which is often regarded as being of 
psychological origin. A history of the child previously having had persistent 
nasal obstruction, due to enlarged adenoids, will often account for speech 
defects which have persisted even after the adenoids have been removed and 
a clear nasal airway established. In other patients speech which resembles 
that of a child with cleft palate will be found to have been quite normal until 
the adenoids were removed. In them the nasopharynx has been so enlarged 
by the removal of adenoids that the palate is no longer able to close it off 
from the oropharynx during speech. A history of loss of speech or abnormal 
speech immediately following convulsions, head injury, or in the course of 
high fever, raises the question of there having been some organic brain 
injury and possibly aphasia as a complication. 

Motor milestones themselves give little information of diagnostic im- 
portance, but taken together with the milestones of speech development 
they help considerably in elucidating the probable nature of speech dis- 
orders. For example, the majority of patients with severe hearing loss and 
specific developmental speech disorders (developmental aphasia, develop- 
mental articulatory apraxia, congenital auditory imperception) sit, stand and 
walk at the expected times, but speak their first words late and inaccurately. 
Commonly, though not invariably, mentally retarded patients are signi- 
ficantly retarded in the rates of both their speech and motor development. 
Patients with cerebral palsy tend to be relatively slower in sitting and walking 
than in speaking. 

In most cases it is more difficult to obtain a precise account of the patient’s 
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linguistic development than of his motor milestones. It is convenient to 
attempt to distinguish, rather arbitrarily, between the growth of his 
language and of his ability to articulate. The ages at which he first said single 
words (other than ‘Mama’ and ‘Dada’, which are easily misinterpreted by 
parents), the age at which he first joined words, and the time at which he first 
made sentences should be recorded. Some parents are remarkably good at 
describing the extent of a child’s vocabulary at different ages. They will 
observe difficulties in word finding, reversals of word order and the omission 
of words in sentences, which may indicate specific difficulty in the sphere of 
language. This is common in organic aphasia and in specific developmental 
speech disorders. In other patients the growth of vocabulary and develop- 
ment of grammatical usage appear to be within average limits but the ability 
to articulate accurately is impaired. Some measure of the degree of impair- 
ment may be gained by asking when the child’s siblings, mother, father, 
other relatives and teacher first found him intelligible. In patients with 
abnormalities of the form or function of the articulatory apparatus, for 
example, cleft palate or suprabulbar palsy (‘facial diplegia’, ‘Moebius’ 
syndrome’), articulatory defects may be severe but disturbances of language 
are not striking (Evans, 1955). 

A detailed account of the child’s behaviour inside and outside the home 
gives valuable information about his levels of intellectual and emotional 
maturity. Since mental and emotional retardation are two of the most im- 
portant etiological factors in a high proportion of children with speech 
disorders, a full description of his ‘adaptive’ and ‘social’ behaviour should be 
sought. The presence or absence of feeding difficulties in infancy should be 
noted, for a proportion of patients with ‘facial diplegia’ and severe hypo- 
mandibulosis have impaired ability to suck and swallow. The ages at which 
he was toilet trained by day and night, could feed himself by hand or with 
cutlery, and could undress and dress himself should be noted. The abilities 
to do small buttons and tie laces are acquired later. It is worth asking about 
the child’s favourite toys and the way in which he plays with them, his 
favourite television programmes, his abilities with a pencil and what he 
draws, the way he enjoys a picture book. 

An account of the educational progress of older children who have started 
school is often helpful. This may be slow because of mental retardation, 
deafness or emotional immaturity, as well as because the child’s own speech 
is defective. A teacher’s report will often help considerably in elucidating 
which of these possibilities is likely. Specific difficulties in appreciating the 
significance of the written word and in reproducing it (‘developmental 
dyslexia’ and ‘developmental dysgraphia’) are a relatively common cause of 
great difficulty in learning to read and write among patients with specific 
developmental speech disorders. The errors in reading and writing made by 
children with these difficulties are quite characteristic and provide strong 
evidence in favour of the diagnosis of a specific developmental speech defect. 

It is important to seek for evidence of anxiety and emotional stress. These 
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may be manifest as temper tantrums, night terrors, solitariness or immature 
forms of behaviour. In many cases the fact of having a speech defect is a 
major contributory factor to the emotional stress. But the same emotional 
stresses which are causing the behaviour abnormalities may also be found 
to be of etiological importance in the speech defect. Children who stammer 
have a particularly marked tendency to show other evidence of intense 
anxiety in their behaviour. 

The account of the patient’s social activities should include a description 
of his relationships and behaviour with parents, other adults, his siblings and 
other children. ‘The deaf child may appear remarkably normal when with his 
parents and brothers and sisters who have learnt to gesture to him but may be 
lost in the company of adults and children outside his home environment. 
The mentally or emotionally retarded child tends to be left behind in play 
with his contemporaries and may react with immature temper tantrums, by 
fighting them or by withdrawing into solitary play. In contrast, many 
children with quite severe specific developmental speech disorders appear 
to play remarkably well with other children and to be intelligible to them 
even when adults are able to understand very little of what they say. 

While parents are giving the social history they often give a very complete 
picture of the child’s environment, their own attitude towards him, and the 
pyschological stresses and strains to which he is exposed. This information 
may be extremely difficult to obtain by more direct and formal questioning. 


EXAMINATION 
The examination should be as thorough and detailed as that of patients 
suffering from other medical conditions. 

Behaviour.—Observations on the child’s behaviour in the examination 
room may be particularly revealing. It is often possible to gauge quite 
quickly the attitudes of the mother and of the child himself to his defective 
speech. The extent to which the child hears and comprehends speech may 
be roughly assessed. How much the parents have come to gesture to him and 
how much he uses signs instead of speech as a means of expression may be 
noted. The child’s reaction to the stress of the first examination can give 
valuable clues about his personality. The excessively aggressive attitude of 
many stammerers may be compared with the anxious withdrawn behaviour 
of the over-protected child with a specific developmental speech defect. The 
fear of examination displayed by children who have had frequent operations 
for cleft palate or abnormalities of the nose or throat is characteristic. It is 
often convenient to have someone play with the child while one is obtaining 
the history from the mother. The ability to use a pencil, the interest taken 
in picture books and simple toys can then be directly observed. 

Physical examination.—A general physical examination should always be 
performed in children suffering from speech defects, for a great variety of 
physical diseases may cause abnormalities of speech. 


In the last three years five children with cerebral palsy have been first diagnosed 
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in the speech clinic. Fibrocystic disease of the pancreas, congenital heart disease, 
cretinism, an intracranial tumour and Sjegren’s syndrome have each been recognized 
on one occasion 

Since a high proportion of patients with stammer or specific develop- 
mental speech disorders show poor laterality of handedness, eyedness and 
footedness, it is useful to test laterality formally by simple tests. 

Working a top, breaking a stick, throwing and catching a ball are suitable rough 
tests of handedness. Looking through a telescope and a hole in a piece of paper will 
test eyedness. The foot preferred to kick a football and lead on climbing stairs may 
be noted. 

A particularly detailed examination of the child’s articulatory organs is 
required. 

The size of the jaws and accuracy of dental occlusion must be studied. A small 
lower jaw may result in a normal sized tongue being protruded between the teeth 
involuntarily during speech. ‘Open bite’ may impair sibilants severely. The depth 
of the pharynx may be so great in some patients that even a normally sized and 
mobile soft palate cannot close the nasopharynx off during speech and persistent 
nasal escape occurs. The range and coordination of voluntary movements of the lips, 
tongue and palate should be studied. These may be impaired by cerebral palsy, 
‘facial diplegia’, and by local abnormalities such as peripheral nerve injury. Con- 
genital and acquired structural abnormalities, such as cleft palate and scarring of 
the palate following peritonsillar infection or traumatic tonsillectomy, may also 
be important. 

Although tonsillar enlargement is seldom the sole cause of defective 
speech it is often a contributory etiological factor, as is nasal obstruction due 
to enlargement of the adenoids. The finding of a thoroughly unhealthy 
upper respiratory tract should always raise the possibility of there being or 
having been impairment of hearing due to the effects of otitis media. It is 
not at all unusual to find bilateral perforations of the ear drums with 
significant hearing loss in the absence of any history of otitis media. 

Hearing.—The testing of hearing, preferably by pure tone audiometry, 
should be routine, even when the cause of the speech defect seems apparent. 

Four children with cleft palates have quite lately been found to have severe and 
unsuspected hearing loss. 


EXAMINATION OF SPEECH 
The examination of speech must be systematic and this means that arbit- 
rarily defined speech functions must be studied. It is convenient to begin by 
studying language. 

The formal assessment of language functions is very time consuming and 
methods of examination which are suitable for children are not well de- 
veloped. Yet informal uncontrolled assessments of language function are of 
limited value. It is possible, however, to attempt some assessment of the 
child’s range of vocabulary and the appropriateness of his choice of words. 
Whether he is at the stage of saying only single words, or of putting two or 
three words together or of making well-constructed sentences should be 
noted. Retardation of language development is common in children with 
mental retardation, deafness and severe specific developmental speech dis- 
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orders. ‘Blocking’ on words, ‘losing words’, replacing a wanted word by an 
inappropriate one quite unwittingly, and persistently reversing the order of 
words are common tendencies in patients with organic aphasia or severe 
specific developmental speech disorders. 

The volume, pitch and quality of the voice should be studied. Normal 
intonation and control of volume are impaired in children with severe hear- 
ing loss, and in those with marked speech dysrhythmia. Curiously, mono- 
tonous use of the voice may be noted in some patients with specific develop- 
mental speech disorders. Dysphonia which implies gross hoarseness or loss 
of voice is the most severe chronic alteration in voice quality in childhood. 
The rhythm of speech should also be noted. ‘The rhythm may be disturbed 
in organic aphasia or specific developmental speech disorders, but much 
more marked interference with normal rhythm occurs in stammering or 
hesitation, when it is unusual to find other associated speech defects. 

Defects of articulation are the commonest form of speech disorder in 
childhood. ‘The sounds which are incorrectly pronounced will depend upon 
the cause of the speech defect. In children with very severe hearing impair- 
ment the only sounds which may be correctly pronounced are those involving 
obvious lip movement which the child can see and imitate. In high tone 
deafness sibilants and ‘p’ are often defective. In children with mental 
retardation or specific developmental speech disorders consonants which 
are normally acquired late are more often defective than those which are 
acquired early. It is characteristic in these conditions that the errors of 
articulation are inconstant. The ends of words, especially towards the ends 
of sentences, are more often poorly pronounced than the middles or 
beginnings. Recently acquired words are better pronounced than words 
which the child has used for a long time. The defects of articulation which 
are dependent upon abnormalities of the form or function of the articulatory 
apparatus tend to be consistent. 

In children with persistent nasal escape, due either to palatal disproportion or to 
cleft palate, vowel sounds and all consonants except ‘m’, ‘n’ and ‘g’ will be impaired. 
Sibilants and plosives are particularly severely affected. In children with ‘open bite’, 
often associated with ‘tongue thrust’, ‘s’ and combination sounds will be impaired. 
In supra-bulbar palsy diphthongs and consonant clusters are particularly affected ; 
there may be nasal escape ; speech tends to be slow. 

With practice an analysis of the sounds which are wrongly articulated, 
whether the articulatory errors are constant or not, and whether or not there 
are associated abnormalities of other speech functions, allow a fairly accurate 
diagnosis of the nature of the speech disorder in most patients. Confirmation 
of the suspected diagnosis and elucidation of the cause of the speech defect 
depend upon the associated findings on history and examination. For 
example, it is easy to recognize speech which is impaired by persistent nasal 
escape. Only physical examination can determine whether the palatal 
inadequacy is due to upper or lower motor neurone paresis of the palate, to 
cleft palate or to the nasopharynx being disproportionately large. The 
distinction between retarded speech development due to hearing defect, 
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due to mental retardation or due to a specific developmental speech disorder 
relies still more upon history-taking and other examination. 


OTHER INVESTIGATIONS 
As in other medical conditions further investigations tend to give con- 
firmatory evidence rather than be diagnostic. Detailed psychological studies 
of children suspected of mental retardation or of suffering from specific 
dyslexia and dysgraphia or organic aphasia are valuable. Psychiatric observa- 


tion may often help to distinguish between anxieties secondary to the 
speech defect and anxieties of other origin. Serial tape recordings of speech 
are of great value. They allow the repetitive study of speech defects which 
are difficult to analyse accurately at first hearing, and an objective assess- 
ment of the amount of improvement in speech (if any) may be made. 
Laryngoscopy can give valuable information in patients with voice disorders. 
X-ray palatography will often elucidate the extent to which nasal escape is 
due to poor palatal movement, and how much it is due to disproportion in 
the sizes of the soft palate and the nasopharynx (Calnan, 1957; Gibb, 1958). 


CLINICAL CLASSIFICATION 
The classification employed is clinical, categories being defined in terms of 
the major speech function which is disturbed and the associated findings on 
clinical examination (table 1) (Ingram, 19592). 

Distinctions are made between speech disturbances characterized by disorders of 
the voice, disorders of the rhythm of speech and disorders of articulation. Disorders 
of articulation are further subdivided into those in which there is evident inter- 
ference with the function of the articulatory organs (dysarthria) and those in which 
there is no demonstrable dysfunction of the articulatory organs. The latter are 
classified as ‘secondary speech disorders’ when there is disease to which the speech 
defects can be attributed, and ‘specific developmental speech disorders’ when there 
appears to be a specific limited disorder of speech function without other disease 
(Ingram, 1959b). 


DYSPHONIA, DYSRHYTHMIA, AND DYSARTHRIA 
Dysphonia.—Chronic lack or severe hoarseness of voice is not common in 
childhood but is a striking abnormality when it is present. It affects girls 
more often than boys. It usually dates from earliest childhood and affects 
the speaking voice which sounds rather like a stage whisper more than shout- 
ing. Although often regarded as due to psychological factors there are 
usually organic changes in the larynx. Papilloma of the larynx is the com- 
monest single cause but dysphonia may also be a complication of chronic 
laryngitis. ‘The severity of dysphonia tends to vary from time to time in 
many patients; a proportion show improvement at puberty (Birrell, 1954). 

Speech dysrhythmia.—Involuntary interference with the normal rhythm 
of speech is one of the commonest disorders of speech in childhood. It is 
about four times commoner in males than females, occurs more often in 
ambidextrous children, and is often familial (Orton, 1937). Many patients 
with speech dysrhythmia have abnormalities of behaviour and show evidence 
of chronic anxiety (Van Riper, 1947). 
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A great many normal children show irregularities of speech rhythm, with 
the repetition of single words and syllables and the ‘running of words into 
one another’, for a period of months between the ages of 24 and 4 years. As 
they mature the irregularities tend to become less marked and finally 


(1) Disorders of voicing (dysphonia) 
(a) With demonstrable disease of the larynx 
(b) Without demonstrable disease of the larynx 


(2) Disorders of rhythm (dysrhythmia) 
(a) Clutter 
(b) Stammer or hesitation 
(3) Disorders of articulation with demonstrable dysfunction of articulatory apparatus 
(dysarthria) 
(a) Due to neurological abnormalities 
Cerebral pals 
Suprabulbar palsy 


Lower motor neurone lesions 


(b) Due to local abnormalities 

Jaws and teeth; Hypomandibulosis 
Other malocclusion 

Tongue Tie 
longue thrust 

Lips; Cleft lip (only) 
Other 

Palate Cleft (with or without cleft lip) 
Other 





Pharyn Large pharynx (palatal disproportion) 
Ac quire d disease 


Vixed 


(4) Disorders of articulation without demonstrable dysfunction of articulatory 
apparatus (secondary speech disorde) 
(a) Secondary to hearing defect 
(b) Secondary to mental retardation 
(c) Secondary to psv« hogenic disorders 
(d) Secondary to aphasia due to brain damage 
(5) The developmental speech disorder syndrome (spectfic developmental speech 
disorde rs) 
(a) Involving language development and articulation 
(b) Involving articulation onl 
(6) Mixed cases 


(7) Une lassified and othe 





TABLE I Classification of the common speech disorders in childhood, 


disappear in the majority (Morley, 1957). In a minority they persist, or 
return after a period of remission, commonly when the child is in a period 


or particularly severe emotional stress. The irregularity of rhythm may be 


manifest as a sudden temporary arrest in the flow of speech (hesitation), or 
there may be repetitive articulation of one syllable and an inability to 
proceed to the utterance of the next (stammer). Some patients show both 
stammer and hesitation; others have one form of dysrhythmia as their first 
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symptom and then show the other afrer months or years. There is a tendency 
for speech dysrhythmia to become less marked in adolescent or early adult 
life, but in severely affected patients stammering or hesitation may persist. 

Dysarthric speech disorders.—This category contains disorders of articula- 
tion which are the result of abnormality of function of part or parts of the 
articulatory apparatus. It is convenient to subdivide the category into dis- 
orders which result from neurological abnormalities and those which are 
the result of local malformation or disease. The articulatory defects made by 
dysarthric patients suffering from similar neurological or local abnormalities 
are remarkably similar, and articulation of particular sounds is constantly 
defective in individual patients. Careful analysis of the speech will com- 
monly result in a tentative diagnosis of the origin of a dysarthric speech 
defect. This diagnosis must be substantiated by direct observation of the 
form and function of the various parts of the articulatory apparatus. 


SECONDARY SPEECH DISORDERS 
Speech disorders in this category are characterized by defective articulation, 
and sometimes by disorders of language function, which cannot be at- 
tributed to local or neurological disorders of the articulatory apparatus, but 
which are attributable to other disease. 

The most important and frequently occurring diseases responsible for 
secondary articulatory defects are defects of hearing and mental retardation. 
Children with severely defective hearing have been able to perceive no 
models on which to base their own articulation. Commonly this is wildly 
inaccurate and accompanied by faulty intonation and a failure to modulate 
volume. If there is loss of hearing for high tones only, speech is likely to be 
less impaired, but a failure to hear and therefore to reproduce sibilants and 
the sounds ‘p’, ‘t’ and ‘o’ is common. In mental retardation faults are made 
in articulation which would not be regarded as abnormal in children of a 
younger age. Thus, later acquired consonants (e.g. ‘0’, ‘f’, ‘s’, ‘r’, ‘I’,) 
are more often defective than consonants which are learnt at an earlier 
stage of speech development (e.g. ‘m’, ‘n’, ‘g’, ‘b’), or than vowels. There is 
almost invariably associated, and usually roughly proportional, retardation 
in language development. 

Psychogenic factors may affect speech in a large variety of different ways. 
In childhood schizophrenia speech development may be severely retarded, 
often in a similar way to that observed in mental retardation, though the 
vocabulary in schizophrenia tends to be larger. A much more commonly 
found speech disorder is that of the over-protected, over-dependent child 
whose mother or grandmother insists on treating him like a baby with 
infantile speech. Patients treated in this way often show quite inconsistent 
articulatory defects. Late acquired consonant sounds, for example, will be 
substituted or omitted in one part of a sentence and promptly spoken quite 
correctly in the next. There is often an excess of ‘baby words’ in the language 
used by a child in these circumstances. 
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In children suffering from aphasia which is the result of brain damage 
language is commonly more affected than articulation, but it is even less 
common to find an aphasic child with normal articulation than it is an 
aphasic adult. The articulatory defects consist largely of the omission and 
substitution of late acquired consonants and inability to articulate consonant 
clusters, but a wide variety of less constant defects may be found (Critchley, 
1952). Fortunately, children with ‘organic’ aphasia almost invariably have 
other neurological abnormalities, most commonly hemiplegia, to indicate 
the possibility of underlying brain damage. 


THE DEVELOPMENTAL SPEECH DISORDER SYNDROME 

In this category are placed the many patients whose major abnormality of 
speech is retardation of articulatory development which cannot be attributed 
to structural malformations of the articulatory organs or to disease processes. 
A high proportion of patients have a family history of similar speech dis- 
order, are ambidextrous and have a high proportion of ambidextrous and 
left-handed relatives. ‘The birth history and history of early development are 
usually unremarkable. Motor milestones are within normal limits and the 
majority of patients are of average intelligence (Ingram, 1959b). 

In mildly affected patients language development is within normal limits, 
but the ability to articulate is impaired and the first intelligible words may 
be spoken only after the age of 18 months. Due to retarded articulatory 
development his speech sounds immature and babyish. Analysis of the 
articulatory errors characteristically reveals that these are inconstant, being 
more frequent at the ends of words than at the beginnings, and affecting 
words acquired early more than those which were recently acquired. Con- 
sonants which are normally last acquired are more often articulated in- 
correctly than those which a child learns early. Thus ‘m’, ‘n’, ‘g’ and ‘b’ are 
much less often abnormal than ‘6’, ‘r’, ‘I’, ‘f’, ‘s’ and ‘k’. 

In more severely affected patients there is retardation in language develop- 
ment as well as in the development of articulation. Single words are acquired 
slowly and the ability to join them together to make meaningful phrases and 
sentences is also developed later than in the average normal child. Difficulties 
in using language may persist for some years. They are commonly charac- 
terized by reversal or alteration in the order of words or syllables, the substi- 
tution of a wanted word by one which is inappropriate, the omission of small 
words, especially those of only syntactical significance, such as conjunctions, 
prepositions, auxiliary verbs and articles. 

Still more severely affected patients have difficulties in comprehending 
the significance of the spoken word though their hearing for pure tones may 
be normal. ‘They often demand the repetition of anything that is spoken to 
them and rely greatly upon gesture and lip reading in order to understand 
what is said. In patients with obvious difficulties in comprehending speech 
at the time of examination there is almost invariably language difficulty, and 
articulatory and language development will be found to be much more 
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grossly retarded than in those without any difficulties in comprehending. 

The long-term prognosis in the developmental speech disorder syndrome 
is almost invariably good so far as speech is concerned, the majority of 
patients having perfectly intelligible speech by the age of 7 or 8 years. Un- 
fortunately, a high proportion have difficulties with the written word similar 
to those which they had previously with the spoken word. They are unable 
to comprehend the significance of the written word when reading (specific 
dyslexia) or reproduce words correctly when writing (specific dysgraphia). 
Great educational difficulty may result. 


MIXED AND UNCLASSIFIED CASES 
Mixed cases.—In this category are included patients in whom more than 
one major cause of the speech defect may be recognized. 


Examples recently encountered include cleft palate with severe hearing defect, 
hearing loss and aphasia associated with right hemiplegia following meningitis, 
mental retardation and cleft palate, the developmental speech disorder syndrome 
and severe hypomandibulosis. 

Other and unclassified cases.—In this category are placed the few patients 
who do not appear to fall into any of the defined categories and the larger 
number which the examiner cannot diagnose accurately until they have been 
fully investigated. 

SUMMARY 
Methods of history-taking and examination which have been found helpful 
in the differential diagnosis of speech disorders in childhood are described. 
The methods used are similar to those employed in the diagnosis of other 
medical disorders. It is important that a full physical examination with 
special attention to the function of the articulatory organs and to hearing 
should be performed. A recently described classification of speech disorders 
in childhood is presented which takes account of the findings of careful 
history-taking and examination. 
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THE USE OF SIGMAMYCIN’ IN 
PADIATRICS 
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Consultant Pediatrician, Bury and Rochdale Hospitals; Hon. Lecturer in 
Pediatrics, University of Manchester 


IN many diseases of infancy and childhood the physician is often faced with a 
desperately ill child and cannot wait for the results of laboratory tests 
before initiating appropriate therapy. Moreover, in many instances, it is 
often impossible to isolate and identify the causative organisms. In such 
circumstances an antibiotic with a wide range safely covering all common 
infections is essential. It should also be noticeably free from potentially 
dangerous side-effects. 


SCOPE OF INVESTIGATION 
Because antibiotics of the tetracycline group have gone a long way towards 
fulfilling these criteria it was decided to assess ‘sigmamycin’, a 2 : 1 tetra- 
cycline-oleandomycin combination, in a series of 69 children. It was hoped 
that the combination would show enhanced activity with minimal side- 
effects. 

Since the introduction of ‘sigmamycin’ there have been many reports 
but only one from this country—stressing its clinical efficacy in a wide 
range of infections. The authors of some of these reports have also noted 
better tolerance of the combination in comparison with that normally 
encountered when a tetracycline antibiotic alone has been used (Winton 
and Chesrow, 1956-57; Nagley, 1958). Others have formed the opinion 
that bacterial resistance develops more slowly to the combination than to 
tetracycline used singly (Winton and Chesrow, 1956-57; Mikuni, 1959; 
Hasenclever, 1958) and that bacterial overgrowth is more rarely encountered 
with ‘sigmamycin’ than with tetracycline (Rentchnick, 1957). 

In our series of 69 children the drug was given in the form of a pleasant- 
tasting syrup, 1 teaspoonful of which contained 83.3 mg. of tetracycline 
hydrochloride and 41.7 mg. of oleandomycin base: 1 teaspoonful was 
given six-hourly for three to five days. The dosage used varied from 25 mg. 
to 50 mg./kg. body weight per day. On occasions an intramuscular form was 
also used. 


RESULTS 


Broncho-pneumonia.—There were 36 patients, all infants whose ages varied 
from 2 to 18 months. All were admitted to hospital between December 
1958 and April 1959 at a time when an ‘influenzal’ epidemic with chest 
symptoms seemed to be affecting the adult population. Every infant, 
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previously healthy, had started the illness with a nasal discharge and fever, 
followed by cough and dyspnoea which had become progressively worse 
over twenty-four to forty-eight hours. Refusal to feed and/or vomiting 
was noted in many of the cases. On admission, each of these infants was 
desperately ill, with marked toxicity, some cyanosis, persistent scattered 
moist sounds throughout the lung fields, rapid, grunting respiration, and 
indrawing of the lower chest wall. Oxygen was administered, and ‘sigma- 
mycin’, 125 mg. orally at six-hourly intervals. For those infants who 
refused feeds and/or vomited, an intramuscular preparation of ‘sigmamycin’ 
was given for twenty-four hours, followed by oral administration. An oral 
preparation of vitamin B complex was also given. 

In 20 cases, the temperature returned to normal within twenty-four hours. 
In eight cases, fever disappeared in forty-eight hours and in the other eight 
cases fever had settled by the fourth day. Improvement in feeding, colour and 
general condition coincided with a reduction of the temperature; dis- 
appearance of the indrawing of the lower chest wall, and fall in the respira- 
tory rate also followed the decline in temperature, but the physical signs in 
the lungs usually took about a week to clear. The only side-effect noted was 
the incidence of loose stools, starting usually within twenty-four hours of 
treatment, and sufficient to produce some excoriation of the buttocks in all 
the smaller infants. In one infant aged seven months there was no associated 
vomiting, but this diarrhcea was sufficient to produce dehydration, necessi- 
tating scalp vein transfusion. 

Lobar pneumonia.—Five boys, aged between 5 and 10 years, showed 
definite lobar pneumonia, confirmed radiologically. The right lower lobe 
was affected in four cases and the upper part of the left lower lobe was 
involved in the other case. The illness of these children had started within 
forty-eight hours of admission to hospital, with fever, cough and pain in the 
lower chest or upper abdomen. In all cases temperature returned to normal 
within twenty-four hours, and there was considerable clinical improvement 
in the same period. Clinical clearing of the chest usually took two to three 
days longer, and radiological improvement was almost, but not quite, 
complete at one week. 

Meningitis.—Four infants, aged six months or less, had a proven pneumo- 
coccal meningitis. All these infants were started on intramuscular ‘sigma- 
mycin’ because of vomiting but they were able to change over to oral 
treatment within twenty-four hours and this treatment was maintained 
for one week. All the infants recovered, improving usually after forty-eight 
hours’ treatment. 

Six children with proven meningococcal meningitis were all started on 
intramuscular treatment with ‘sigmamycin’ and then changed to oral treat- 
ment, which was given for seven days. Temperatures settled within forty- 
eight to seventy-two hours and clinical improvement was noted during the 
same period. No relapse was noted in any of these patients and at follow-up 
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examination, ranging from nine to four months subsequently, there have 
been no sequela. Again the only toxic effect noted was looseness of the 
stools, particularly in those infants under six months of age. 

Gastro-intestinal infections.—Eighteen children were admitted with gastro- 
intestinal symptoms. Raised temperature, toxicity, vomiting, watery 
diarrhoea and dehydration of sufficient severity to need some fluid replace- 
ment, either subcutaneously in the milder cases, or intravenously in the 
more severe ones, was the basis of inclusion in this study. Within twenty-four 
to forty-eight hours temperatures had returned to normal, toxicity had 
disappeared and oral feeding restarted. In the same period the stools had 
improved in consistency, although here again it was sometimes difficult to 
decide whether the drug or disease was responsible for the continuing loose- 
ness of the motions. Salmonella typhimurium in four cases, Sonne dysentery 
in six cases, and pathogenic strains of E. colt in eight cases, were subsequently 
isolated from the stools on bacteriological culture. In the dysentery and 
typhimurium cases, the stool cultures became negative after five days’ treat- 
ment with ‘sigmamycin’ but in the E£. coli cases, although clinical improve- 
ment in the patients occurred, the stools did not become negative on culture 
unti! further courses of other antibiotics had been given. 


DISCUSSION 


It is well recognized that the high mortality rate in broncho-pneumonia 
occurs in infants under six months of age. Moreover, it is extremely difficult 
to obtain sputum for bacterial examination from infants, and, although 
culture of a post-nasal swab, particularly after coughing, may reveal a pre- 
dominating organism which could, with a fair degree of probability, be 
regarded as a chief pathogen, treatment in a very ill infant cannot be 
delayed while a bacteriological report is awaited. ‘To be effective, treatment 
must be given early in the disease in sufficient dosage and in the form of an 
antibiotic which is active against a wide range of organisms. 

‘Sigmamycin’ has been shown in this study to fulfil these requirements. 
It has been effective in 36 extremely ill babies with broncho-pneumonia. The 
drug was administered easily by intramuscular route when necessary, but it 
is extremely palatable and was well tolerated by mouth. That it is readily 
absorbed was shown by its rapid action. No serious side-effects were demon- 
strated and no superinfection with thrush or staphylococci was observed. 
There were no deaths in the series. Arneil (1958-59) has already shown the 
value of ‘sigmamycin’ in 50 children with acute infections of the respiratory 
tract, ranging in severity from acute tonsillitis to pyopneumothorax, but in 
on'y eight of these were the infections considered to be overwhelming and 
of these, two infants had underlying mucoviscidosis. Slight diarrhoea was 
the only side-effect noted in his series also. 

Purulent meningitis is always a serious disease, especially in infancy. 
In this group, four infants with pneumococcal meningitis and two infants 
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with meningococcal meningitis under six months of age, made a complete 
recovery. Four other children, aged 1 year, 2 years, 4 years and 6 years, 
respectively, with meningococcal meningitis, also recovered. Although it is 
usually possible to identify the responsible organism in the cerebrospinal 
fluid in this type of case, treatment has to be started before the sensitivity 
report becomes available, and in both of these infections ‘sigmamycin’ 
proved effective. Felder (1958), in his series of 110 children with various 
other diseases treated with ‘sigmamycin’, also reported successes with 
‘sigmamycin’ in children suffering from purulent meningitis. 

Eighteen children suffering from gastroenteritis of sufficient severity to 
need rehydration measures also improved considerably when treated with 
‘sigmamycin’, rapidly losing their fever and toxicity and in some cases 
becoming negative in their stool cultures. 


SUMMARY 

A group of 69 infants and children with severe toxic infections were treated 
with ‘sigmamycin’—an antibiotic combination of tetracycline and oleando- 
mycin—using doses of 25 mg. to 50 mg. per kg. per day. These included 
36 infants under the age of eighteen months with broncho-pneumonia, five 
children with lobar pneumonia, 10 infants and children with purulent 
meningitis, and 18 infants and children with severe gastroenteritis. All 
responded promptly and satisfactorily to treatment. 

The drug can be given easily by mouth and, if necessary, by intramuscular 
injection. 

Diarrheea was the only side-effect noted. 

Because of its wide-spectrum activity, its easy and palatable administra- 
tion, and lack of toxicity, ‘sigmamycin’ is a valuable addition to pediatric 
practice. 

My thanks are due to Messrs. Pfizer Ltd. for the generous supplies of ‘sigma- 
mycin’ made available for this study. 
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THE HEALTH OF EXECUTIVES 
A PLEA FOR THE BEST ASSESSMENT 


By C. A. CLARKE, M.D., F.R.C.P. 


Reader in Medicine, University of Liverpool; Consultant Physician, Liverpool Royal 
Infirmary 


‘THE problem of coronary thrombosis in business executives, so ably dis- 
cussed in the June issue of The Practitioner by Beric Wright (1960), is 
undoubtedly one which is causing considerable concern at the present 
moment. Whilst I am in complete agreement with Beric Wright that 
there are certain characteristic features about the group which deserve 
special attention, there is a tendency to overlook the fact that these are of 
a very simple nature and do not present nearly so much difficulty as, for 
example, the prevention or diagnosis of an industrial disease such as 
pneumoconiosis. As | pointed out at a symposium on the health of executives 
organized by the Merseyside Group of the Association of Industrial Medical 
Officers (Clarke, 1959), the health of executives is not a fundamentally 
different problem from that of the general population. 


THE PROBLEM 

Executives tend (1) to eat too much, (2) to smoke excessively, (3) to consume 
too much alcohol, (4), to take too little exercise, and (5) to have big responsi- 
bilities. These are often about highly technical problems which they do not 
altogether understand and yet about which they have the final decisions to 
make. It may thus come about that, for example, a very senior officer in 
command of an aircraft carrier has to accept and act on advice given to him 
by a much younger (and therefore often intolerant) man who may regard 
him as a fuddy-duddy. Nevertheless, the responsibility for the final decision 
is borne by the senior man. It is, however, possible to argue that present-day 
anxieties are /ess intense than formerly. The state of mind of the captain of a 
press-ganged crew running short of food and water must have been far from 
relaxed, and among civilians the tombstones in the churchyards bear 
testimony to the ever-recurring anxieties and sorrows of childhood 
mortality. 

Of the points just mentioned, only obesity is known for certain to pre- 
dispose to cardiovascular disease, the other factors in moderation being less 
certainly provocative of illness, and it is not by any means proved that there 
is in fact an increase of coronary thrombosis in youngish men who should 
be in their mental prime. Granted, however, that this may be so, it has 
been suggested that medical ‘check-ups’ might help matters, but few people 
realize how little can be found at a routine medical examination in a subject 
who feels perfectly well. Obesity, a raised blood pressure, diabetes and 
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(rarely) pulmonary tuberculosis are about all that are commonly detected 
and an individual pronounced fit by every test may drop dead the following 
day. On the other hand, since the medical profession is constantly advising 
the public to see their doctors about minor symptoms, particularly in an 
attempt to diagnose early malignancy, a routine examination by someone 
whom the patient knows and in whom he has confidence, may occasionally 
disclose an unsuspected disease. 


THE ROLE OF THE FAMILY DOCTOR 
The right person to conduct such an examination is the patient’s family 
doctor, who is subject to very much the same stresses as those of executives, 
and who is therefore admirably suited to give the necessary advice. More- 
over, his knowledge of the patient’s family and background will be of great 
help. It seems incredible that firms should send their senior staff (often to 
London) each year for a ‘check-up’ by a doctor who cannot know as much 
about them as their family doctor. It would be far better and more economic 
for the firm to pay the family doctor a fee for a short report which gave the 
essentials but no details. Serious questions of professional etiquette may 
arise if strange doctors detect abnormalities. For example, a symptomless 
syphilitic aortitis may be well recognized by the general practitioner and 
known not to be causing any trouble, but an outside doctor detecting an 
aortic murmur is bound to mention it in a report to the firm, and a sequel 
to a youthful peccadillo may become common property among a man’s 


colleagues. 


Many of the breakdowns in senior executives are psychological in origin, 
but this does not mean that the patient need see a psychiatrist. The family 
doctor is perfectly equal to dealing with most cases of psychoneurosis and 
only in severe cases need expert opinion be sought. The same is true of 
consultants—it seems entirely unnecessary for them to carry out the ex- 
aminations and their opinion should be asked only when some special point 


requires clarification. 


CONCLUSION 
The problem of the early prevention of disease—particularly heart disease— 
in senior executives is full of imponderables, and routine medical examina- 
tions will help only a minority. It must be remembered that those who get 
to the top (doctors most of all) are not, as a rule, those who obey the law of 
‘nothing too much’. The successful are often obsessional types who work 
far too hard and have little relaxation, and it is because of this that they 
have risen above their colleagues. Small wonder that some of them fall by 
the wayside. 
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REFRACTORY THROMBOPHLEBITIS 
MIGRANS IN MALIGNANT DISEASE 
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THROMBOPHLEBITIS migrans has been well recognized in association with 
generalized vascular diseases such as thromboangiitis obliterans and also as 
a feature of underlying malignant disease, usually of the pancreas, stomach, 
colon or lung. Williams (1954), describing four cases of carcinoma of the 
lung presenting: in this way, emphasized the occurrence of resistance to anti- 
coagulants and suggested that this may be characteristic of thrombo- 
phlebitis migrans associated with malignant disease. This feature is illus- 
trated by the following report of a patient dying of malignant disease. 


CASE RECORD 
A previously healthy lorry driver, aged 43 years, presented in June 1957 with a 
six-months’ history of recurrent small hemoptyses and a three-week-old complaint 
of dull central abdominal pain. Other features of the history were progressive las- 
situde, aggravation of his smoker’s cough (30 cigarettes daily) and the onset of 
painless swelling of the ankles. 

Examination showed a cheerful man with what appeared to be the nephrotic 
syndrome : marked cedema of the ankles, moderate ascites and a palpable liver edge. 
There were enlarged supraclavicular lymph nodes mainly on the right side. The 
chest, heart and central nervous system were clinically normal. There was heavy 
albuminuria (Esbach 3-7 parts/day) and hyaline casts were present; the blood urea 
was 37 mg. per cent.; total proteins 4.5 g. per cent. (albumin 2.6 g. per cent., 
globulin 1.9 g. per cent.) and serum cholesterol 640 mg. per cent. Skiagrams of the 
chest showed a small shadow to the right of the superior mediastinum. Biopsy of a 
supraclavicular lymph node demonstrated highly anaplastic metastatic carcinoma, 
suspected, on the histological appearances and the symptoms of hemoptysis and 
cough, to be bronchogenic in origin. 

The abdominal symptoms subsided rapidly but the cedema and heavy albuminuria 
persisted and it was considered that the nephrotic syndrome indicated inferior 
vena caval or renal vein thrombosis secondary to invasion by malignant tissue. 

After a fortnight back at work he returned with edema extending to the abdominal 
wall and genitalia, together with vomiting and central abdominal colic. The ab- 
domen was distended and slightly tender but bowel sounds were present and there 
was no obstruction to fecal passage. The chest and heart remained clinically normal. 
After the abdominal symptoms subsided, a further skiagram showed slight collapse 
of the lower lobe of the right lung but no other new feature. The albuminuria had 
increased, to 7 (Esbach) and the serum total protein was now 4.5 g. per cent. with 
an electrophoretic pattern consistent with nephrosis. A course of nitrogen mustard 
(4 mg./kilo/IV total) was given without benefit. As mercurial diuretics and pred- 
nisolone failed to clear the cedema, fluid was removed by percutaneous drainage to 
a total of 10 litres. After this the patient was maintained completely edema-free on 
mersalyl, prednisolone and moderate salt restriction. 

On discharge the patient returned to light work and felt well until April 1958, 
when he had an episode of hemoptysis and right-sided pleurisy, subsiding at home. 
Two weeks later this recurred on the left side, with reference of the pain to the 
shoulder. At this time he was readmitted and the sole new abnormality was a left- 
sided pleural friction rub. The cedema had remained well controlled and the urinary 
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protein less than 1 g. (Esbach) daily. The chest x-ray showed that the right lung 
field was now clear, and there was no evidence of extension of the mediastinal 
shadow. He resumed work but three weeks later returned with left-sided deep 
femoral venous thrombosis and shortly afterwards had recurrent episodes of super- 
ficial thrombophlebitis migrans in the upper and lower extremities and abdominal 
wall. Apart from this he felt well and the investigations showed no change. Phenin- 
dione therapy (100 to 150 mg. daily), adequate to maintain the prothrombin arbitrary 
efficiency between 11 to 18 per cent., failed to prevent the appearance of thrombo- 
phlebitis in short segments of superficial veins throughout the body. The cedema 
continued to be controlled by mersalyl, the daily urinary Esbach’s reading was 
} to 1 part per litre. In view of its failure to prevent the appearance of new throm- 
boses, anticoagulant therapy was discontinued after nine weeks. A course of nitrogen 
mustard (total 4 mg./kg.) was given, after which there were no more thrombi. 

In November, 1958, after a course of palliative radiotherapy to the cervical glands 
he returned with massive swelling of the right supraclavicular mass, extending 
down into the upper chest. There had been considerable weight loss but the physical 
signs in the chest and abdomen were unchanged. The urine still contained a heavy 
cloud of albumin with occasional casts. There was a trace of ceedema cf the ankles. 
The patient’s general condition had deteriorated, with marked loss of flesh and 
anorexia. In addition, the local invasion of the chest wall had produced much swelling 
and pain. No further thrombosis had occurred since August. Despite continued 
symptomatic treatment he died on December 12, 1958. 

Necropsy report.—There were massive secondary malignant deposits in the right 
supraclavicular region and in the paratracheal lymph nodes but careful search failed 
to reveal a primary lesion in the lung. There were secondary deposits in the peri- 
nephric fat, mesentery, and wall of the ileum, and the inferior vena cava showed 
organized ante-mortem clotting extending to above the level of the renal veins. 
Microscopy of the secondary deposits showed anaplastic cells with a signet-ring 
formation. Section of thrombotic subcutaneous veins revealed ante-mortem 
thrombosis only, without any evidence of secondary deposit formation. 


DISCUSSION 

This case of carcinoma of undetermined origin with glandular metastases is 
remarkable for (a) the absence of any recognized local effects of the anaplastic 
primary tumour, (b) the onset of the nephrotic syndrome, from vena 
caval thrombosis considered to be part of the over-all picture of thrombo- 
phlebitis migrans, and (c) resistance to anticoagulants. With respect to the 
episodes of pleurisy and hemoptysis, the thesis is advanced that they resulted 
not from pulmonary emboli but from pulmonary thrombophlebitis. 

In spite of the sinister underlying disease, much of the patient’s discomfort 
and illness were due to thrombophlebitis migrans which, through its 
resistance to all forms of therapy, became doubly distressing. 

The association with alimentary, pancreatic and pulmonary carcinoma 
originally described by Trousseau in 1877 has been extended to include 
ovarian carcinoma in which the thrombophlebitis, having failed to respond 
to all therapy, regressed after the extirpation of the tumour (Henderson, 
1955; Womack and Castellano, 1952). Williams (1954) noted the pheno- 
menon of anticoagulant resistance in cases associated with bronchogenic 
carcinoma. This latter feature seems to distinguish the syndrome in 
malignant disease from that in other conditions. 

Abnormal clotting mechanisms in the blood produced by toxic products 
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or high thromboplastic activity of the neoplastic tissue has been suggested 
by Kenney (1943), Edwards (1947) and Gross et al. (1951), but the failure of in- 
tensive anticoagulant therapy, pursued to dangerous extremes, to control the 
state, tends to disprove this view. Zachariae, Schnohr and Zachariae (1954), 
using cortisone in the treatment of idiopathic cases, have suggested that in 
some instances the lesions may be features of a hypersensitivity reaction. In 
our case, thrombosis occurring in the presence of prolonged prednisolone 
therapy would tend to disprove this particular theory. 

Coman (1953) emphasizes the ability of cancer cells to invade vessel walls 
and produce thrombosis which either kills the cells or, if they survive, goes 
on to form a local metastasis. This is supported by the observation that, 
instead of settling down in a few days, lesions of thrombophlebitis migrans 
may occasionally develop into cutaneous metastases, though not in our case. 

With the advent of anticoagulants and steroids, the features of resistance 
to both types of therapy may be added to narrow the association between 
malignant disease and thrombophlebitis migrans first described by Trous- 
seau. Its diagnostic value as a presenting feature has been stressed, but the 
need for more effective control is more pressing as the survival periods of 
treated cancer cases are prolonged. 


SUMMARY 
A case of inoperable metastatic carcinoma of undetermined origin, compli- 
cated by the nephrotic syndrome and anticoagulant-resistant thrombo- 
phlebitis migrans, is described. Resistance to therapy as a diagnostic feature, 


and its possible mechanism, are discussed. 
I wish to thank Dr. R. S. Duff for his help and advice in preparing this report, 
and Professor C. H. Stuart-Harris for permission to publish the case report. 


References 
Coman, D. R. (1953): Cancer Res., 13, 397. 
Edwards, E. A. (1947): Amer. Practit., 2, 143 
Gross, F. B., Jr., Jaehning, D. G., and Coker, W. G. (1951): N. C. Med. 7., 12, 97. 
Henderson, P. H., Jr. (1955): Amer. ¥. Obstet. Gynec., 70, 452. 
Kenney, W. E. (1943): Surgery, 14, 600. 
Williams, A. A. (1954): Brit. med. F., ii, 83 
Womack, W. S., and Castellano, C. J. (1952): Amer. J. Obstet. Gynec., 63, 467. 
Zachariae, L., Schnohr, E., and Zachariae, F. (1954): Acta. chir. scand., 108, 37. 





PODOPHYLLIN CG@:DEMA OF 
THE FOOT 


By CONSTANCE M. RIDLEY, B.M., M.R.C.P. 
Senior Registrar, Skin Department, The London Hospital 


PODOPHYLLIN (podophyllum resin B.P.) is a mixture of resins, the value 
of which is well known in treating warts. It has a colchicine-like action and 
has been used since 1942 for the treatment of ano-genital warts (Goldsmith 
and Hellier, 1954); warts in other areas also respond well to it. Burning and 
irritation of the skin are unfortunate side-effects. Using 25 per cent. podo- 
phyllin in compound benzoin tincture, New and Marsh (1948) note ‘cedema 
snd discomfort’ if the application should penetrate the base of the warts. 
Scutt (1954) advocates the use of a weaker (i.e. 1.5 per cent. to 3.0 per cent.) 
concentration of podophyllin in propylene glycol to avoid cdematous 
reactions, sometimes requiring circumcision, in the treatment of ano-genital 
warts. It may not be well recognized, however, that podophyllin, 25 per 
cent. in liquid paraffin or Lassar’s paste, is capable of producing severe 
cedematous reactions even on the feet. 


CASE RECORDS 

Recently three examples of this have been seen. One patient developed 
cedema of the foot after applying the preparation to a macerated wart in a 
toe cleft. Another had gross pitting edema of the foot preventing her from 
wearing a shoe for several days after applying it to a wart in a similar 
condition. Yet another woman used it for a putative wart on the sole and 
developed intense deeply seated pain in the foot with gross pitting a:dema; 
the signs and symptoms gave rise to suspicion of an invasive melanoma or 
sarcoma. Full examination was impossible because of the pain and a general 
anesthetic had to be given before the original diagnosis could be upheld. 
In all these patients the preparation had been left on only for the usual few 
hours; presumably the deciding factor was the presence of fissures. 


CONCLUSION 

When podophyllin is used at any site (and since warts are so intractable 
it is a valuable therapeutic agent) it would seem advisable to warn the 
patient of the danger of applying the preparation to any broken surface. 

I should like to thank Dr. Brian Russell for permission to publish details of the 
cases. 
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AN APPOINTMENT SYSTEM IN A SINGLE-HANDED 
GENERAL PRACTICE 


By HARRY N. LEVITT, L.M.S.S.A. 
Marylebone, London, N.W.1 


‘Ask any active business man or a leader in a profession the secret which enables 
him to accomplish much work and he will reply in one word, system ... The 
incessant and irregular demands upon a busy doctor make it very difficult to retain 
a regular schedule; but the public in this matter can be educated, and the men 
who practise with system, allotting a definite time of the day to certain work, 
accomplish much more and have at any rate a little leisure’.—Sir William Osler. 
In ordinary life punctuality is absolutely necessary. Most of our organiza- 
tions, especially the complex organizations of industry, would become 
unworkable if those concerned failed to keep to an agreed time schedule. 
We take railway time-tables for granted. Indeed chaos would follow if 
attempts were not made to adhere strictly to these time-tables of arrival and 
departure. Most human beings need a discipline in observing time. 

The advantages of an appointment system in general practice would 
appear obvious and would make this article unnecessary, but relatively 
few practices in the country have an appointment system. The general 
practitioner is the problem. ‘We see only what we are ready to see and what 
we have been taught to see. We eliminate and ignore everything that is not 
part of our prejudices’ (Charcot). It is the general practitioner who declares 
what kind of practice he wishes to conduct and what interests he wishes to 
pursue. He decides whether he wishes to conduct a special antenatal clinic, 
a special session set aside for minor surgery, an infant-welfare clinic and 
so on. It is the general practitioner who decides whether he wishes to work 
by an appointment system. Whilst the objective of this article is to show that 
such an appointment system is practical and possible, there is no wish to 
criticise those who want to conduct a practice in a way that suits the 
temperament of the individual practitioner. 


DETAILS OF PRACTICE 
I have been in practice for twenty-four years in the samz street, with the 
exception of six years’ absence in the army during the last War. I have 
almost a full list. The sexes are almost equally divided, with a slight pre- 
dominance of women patients. The patients are drawn from all grades of 
the social scale. The largest age distribution is between 21 and 60 years. I 
have about 60 patients between the ages of 80 and g4. I hold a regular morn- 
ing surgery of 1} hours and an evening surgery of 2 hours, except for two 
evenings a week. There is no surgery attendance on Sundays. I hold an 
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antenatal clinic one day a week, and a psychotherapy clinic two days a week. 
These are held outside of the usual surgery hours. 


PREPARATION FOR AN APPOINTMENT SYSTEM 

A life of uncertainty as regards the working events of a day is nervously 
exhausting at all times. With the inception of the National Health Service 
my list of ‘State’ patients increased, with a reduction in the number of 
private patients. In the beginning of the N.H.S. Era, attendances at surgery 
times became reminiscent of the crowds attending after-Christmas sales in 
the shops. Patients did not camp outside the surgery the night before, but 
would queue a considerable time before the surgery was due to open. There 
was also a great surge of patients about half-an-hour, or a quarter-of-an- 
hour before the surgery was due to close at the official time. I found myself 
becoming harassed and driven. The uncertainty of not knowing how many 
patients I could expect to see gave me great concern. 

I began a survey of my practice one year before I decided to adopt an 
appointment scheme. I noted the number of attendances at morning and 
evening surgeries, the age and sex of the patients. I timed some of the 
procedures such as ear syringing, giving an injection, taking an objective 
history; I noted the time taken for examination and this included dressing 
and undressing of a baby, a young child, a young adult, a middle-aged 
patient, and an old patient. 

Both surgeries on Mondays, the evening surgery on Fridays, and the 
morning surgery on Saturdays were generally the most heavily attended. 
Now these are the surgeries with the greatest number of requests for an 
appointment. The peak of attendance was in the last half-hour. With this 
sort of haphazard attendance, particularly in winter, my waiting-room was 
full, with ‘standing room only’ at times. At one time my waiting-room 
had 20 chairs. Now I only have a dozen chairs and there are rarely more 
than four patients waiting to be seen. I found that I could attend about 12 
patients comfortably in a morning, with a maximum of 18; and 20 patients 
in the evening, with a maximum of 24. Many patients used to say that 
they were too ill to sit for an hour or more in the waiting-room. A request 
was therefore made for a home visit, even though the patient could have 
been seen and examined in the surgery if there had been no long wait. I 
now average between 8 and 10 visits a day all the year round, with an 
increase in winter months and a few less in the summer months. 


PILOT SCHEMES 
About six months before I put my scheme into operation I talked to all the 
patients who attended the surgery about my intention. Most of them ex- 
pressed approval in a vague sort of way. I kept a page-a-day diary divided 
into morning and evening. I asked those patients whom I wished to see 
again or had to see again for medical reasons, as opposed to those who had 
o have a certificate on a certain day, to come on a given day. Those patients 
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who need a National Health certificate have no difficulty as a rule in 
remembering on which day they should attend. I asked these patients to 
attend in the morning so as to keep the evening surgery free for those at 
work. This manceuvre worked and had an 80 per cent. success. 

After two months of this I then offered patients a choice of coming either 
in the morning or in the evening. This was noted down in the diary. The 
patient was not given any appointment card or slip. This plan was most 
successful and patients started to talk about it and I encouraged them to talk 
about appointments. I asked a member of a family on my list to mention it 
to other members of the family. At this stage no-one was asked to make an 
appointment. 

I then started to vary the time of attendance. I suggested that mothers 
with young babies or young children should come at the beginning of the 
surgery and in the mornings. They could come with older school children 
at the beginning of the evening surgery. Those with only requests for repeat 
prescriptions were asked to come early in the morning or early in the evening 
surgery. After a total time of seven months the publicity about ‘some sort 
of appointments’ had begun ‘to snowball’. The patients would now ask 
for an appointment to attend on the next occasion. The majority approved 
but asked some of the usual questions: ‘What happens if I’m suddenly 
taken ill?’. ‘What happens if I can’t get here on time?’. “What will happen 
if I want to come at another time?’, and so on. | assured them that they 
would still be seen but might have to wait a while. If it was an emergency 
the patient would be seen with a minimum of delay as in previous days. 


THE INCEPTION OF THE APPOINTMENT SYSTEM 
For this I compiled a detailed age and sex register. This is not essential 
for the running of an appointment system but I found it necessary so that 
I could send a letter to each unmarried adult and the head of each family 
in the practice. The letter, which was sent out at the beginning of July, 
1955, was worded as follows :- 
‘Dear Mr., or Mrs., or Miss, - 

From the 1st September I intend to see patients by appointment only during 
Surgery Hours. I am sure you will approve of this step. It will be to the advantage 
of all concerned and will do away with unnecessary waiting. Of course, emergencies 
will be seen at any time. 

You are asked to telephone me at home between 8 and 9g a.m. or telephone or 
call during Surgery Hours or write for an appointment. This will only be necessary 
for the first appointment. Appointments after the first one will be made for you in 
the Surgery by the secretary. Yours sincerely, —’. 

Both my home number and surgery numbers were printed in bold type as 
well as the surgery hours. 

A red cross was made against the name on the medical record envelope 
to enable me to know to whom letters had been sent. Many patients had 
changed their addresses and this enabled my secretary to keep a record of 
the correct address when the patient came to the surgery. Some of these 
letters were sent on to the new address. These patients came to call at the 
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surgery and asked what they had to do under the ‘new system’. Altogether 
I ‘lost’ about ten patients who declared their disapproval of an appointment 
system. These patients were provided with an excellent opportunity and 
excuse for leaving my list. 

I also had postcards printed with the same information: surgery hours, 
telephone numbers and a statement that patients are seen by appointment 
only. I added a statement that requests for visits should, if possible, be 
made before 9 a.m. This postcard was handed to all patients irrespective of 
whether or not the original letter had been sent to them. 

Two large notices were hung in the waiting-room saying that patients 
are seen by appointment only. A similar card was hung in the consulting- 
room. These cards were left in position for a year. 

An appointment diary was mapped out in five-minute blocks. A small 
rubber stamp was made and used on small pads as appointment slips. 
These are about 4 inches by 2 inches. This slip has my name, address of 
surgery, and telephone numbers. The slip reads as follows: 

Mr./Mrs./Miss 
YOUR NEXT APPOINTMENT IS 
ON....day & date 


AT... .time 


THE ‘MECHANICS’ OF THE APPOINTMENT SYSTEM 
Appointments are made at the beginning of the surgery session and fifteen- 
minute intervals are followed round the clock, by and large. For example, 
the first appointment is made at 11.15 a.m., the second one at 11.30 a.m., 
the third at 11.45 a.m. and the fourth at noon. The fifth appointment is 
then made at 11.20 a.m., the sixth at 11.35 a.m. and so on. In this way space 
and time are allowed for newcomers, latecomers, old patients, confused 
patients and all the possible reasons for error. 

Appointments are made at the rate of three per fifteen minutes. Allowance 
is made for the ‘special’ patients: e.g. if only a medical certificate is needed, 
then two patients are bracketed for five minutes. About ten minutes is 
allowed for the syringing of ears; five minutes for a repeat injection of, say, 
cyanocobalamin. For short supportive psychotherapy sessions, fifteen 
minutes is allowed. An objective history takes about fifteen to twenty 
minutes. A new patient is usually kept for the end of the surgery session. 

For the second or subsequent appointment I usually write the patient’s 
name and initials on the slip, the day, the date and a.m. or p.m. The 
secretary fills in the time. In the right hand corner of the slip I write 
‘IC’ or ‘MC’ for certificate, ‘INJ’ for injection, ‘IMM’ for immunization, 
‘EX’ for examination, ‘OBS’ for observation, ‘ENT’ for ears. My secretary 
is familiar with our code and allows the appropriate time on her appointment 
diary. We have the ordinary intercommunication post office telephone, 
so she is able to ‘buzz’ me if there is any query. 
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ASSESSMENT OF RESULTS 

The majority of patients have no difficulty in telephoning or getting a 
neighbour or friend to telephone between 8 a.m. and g a.m. Sometimes 
they are later, especially if it is a new patient who is not familiar with the 
system in this practice. Between 65 to 70 per cent. telephone for an appoint- 
ment, 30 to 35 per cent. call at the surgery, and about 5 per cent. write for 
the first appointment. Two patients out of 20 fail to keep an appointment 
without letting me know. As often as not they telephone or call the next 
day and arrange for another appointment. 

Rarely do more than two patients attend the surgery without a previous 
appointment and ask to be seen. The reason given is that it is an ‘emer- 
gency’. I have kept a list of what these patients call an ‘emergency’. It is not, 
as one might think, a sudden illness or injury. Neither is it the patient sent 
home from work or the child from school. The ‘emergency’ reason given by 
the patient is what usually amounts to ‘absence without leave’ from business 
or place of work: a prolonged week-end; a lack of desire to go on a particular 
day; it usually means that a certificate is wanted to explain the absence. | 
always give one and add the word ‘says’ after the name. 

More than 50 per cent. of appointments are made more than one or two 
and even three days in advance; four or five out of 20 ask for an appointment 
on the same day. 


DISCUSSION 
The advantages to the patient are obvious. There is no need for a long 
waiting period before being seen, and the patient is able to make personal 


arrangements such as shopping, taking children to or from school or the 
day nursery without wasting time at the surgery by waiting for an un- 
specified time. Old patients can make an appointment, say, on the day that 
they attend at the post office to collect their pensions. Patients who are at 
work do not have to rush and wait in the surgery. Mothers who have meals 
to prepare at a set time are able to plan and organize their day more 
efficiently. The idea of planning and making appointments is infectious and 
creates a discipline that is most noticeable in the most unlikely sort of 
person. There is no difficulty, I find, in old and illiterate patients making 
appointments. Most patients appreciate the fact that a special time has been 
set aside for them to be seen. The element of being in a hurry is eliminated. 
There is a much calmer atmosphere. 

The advantages to the practitioner are also obvious. The number of 
patients who are coming is known. The secretary has all the medical records 
on my desk when I come in. | can see various. patients at regular intervals. 
Diabetic patients and patients with hypertension are seen once a month, 
So are those with ischemic heart disease who are on anticoagulant therapy, 
when a prothrombin estimation is ordered. Patients with depression, or 
schizophrenic patients, at work are seen at fortnightly or monthly intervals. 
Old patients who are ambulant are seen once a fortnight or once a month. 
In this way it is possible to maintain regular supervision of those with chronic 
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ill health in a calm and suitable atmosphere of friendliness and encourage- 
ment. There is no suggestion of regimentation of the patient. The advan- 
tages of an appointment system are carefully explained to the newcomer. 

In a practice with a list of well over 1,500 it is necessary to have the 
full-time services of a fully trained medical secretary/receptionist. She 
deals with all incoming calls and messages, makes appointments for patients, 
deals with laboratory or x-ray department appointments for patients, pre- 
pares all correspondence and files letters and patients’ records. 


SUMMARY AND CONCLUSIONS 
The planning and working of an appointment system in a single-handed 
practice have been described and considered. 

Attention is drawn to the need for careful preliminary preparation and 
pilot schemes. 

The advantages from the patient’s and the doctor’s point of view have 
been noted. 

Such an appointment system is practical and possible. It has been 
successfully carried out in a single-handed practice with an almost full list, 
with the help of a full-time secretary for the past five years. 

I would not abandon it. 


TRIAL OF A NEW ORAL PENICILLIN (PHENETHICILLIN) 
IN GENERAL PRACTICE 


By P. B. SCHOFIELD, M.R.C.S., L.R.C.P. 


Walton-on-Thames, Surrey 


WITHIN general practice, the oral penicillin of choice for some years has been 
penicillin V and its salts (Wheatley, 1958). It now seems likely that it may 
be supplanted by the new oral penicillin: the potassium salt of 6-(alpha- 
phenoxypropionamido) penicillanic acid, the proprietary name of which is 
‘broxil’, and to which the approved name of phenethicillin has been given. 

Knudsen and Rolinson (1959) showed that serum concentrations following 
administration of phenethicillin are at least twice those obtained with equal 
doses of potassium penicillin V and are, in fact, superior to those produced 
by an intramuscular injection of an equivalent weight of penicillin G. 
In the light of in vitro studies Garrod (1960) suggested that phenethicillin 
might be the penicillin of choice for the treatment of staphylococcal infec- 
tions, particularly when laboratory facilities for sensitivity tests are not 
available. 

SCOPE OF PRESENT INVESTIGATION 

In this article the results of a small trial carried out in a general practice are 
reported, in an attempt to assess whether phenethicillin is of any value in 
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the treatment of infections and, if this is so, whether the results obtained 
compare favourably with those of phenoxymethylpenicillin. 

In the first part of the trial a dose of 250 mg. was given four-hourly for at 
least five days. If the patient failed to respond within five days, this was 
classed as a failure and the antibiotic was changed. The number of days 
that elapsed between the introduction of treatment and the loss of the 








Average 

No recovery No. failing 

Diagnosis No. of cases responding period’ to respond 
(Days) 


Tonsillitis 16 3 


Bronchitis 3 


Infected fingers 


Pharyngitis 


Cellulitis 


Conjunctivitis 
Infected bunions 
Impetigo 


Broncho-pneumonia 





Lobar pneumonia 


Cystitis 


Phlebitis 


Peter Se eee Ss 





Vaginitis 


Pyelitis 1 


Ooi im im i me 


Total 68 55 = 81° 2.4 


- 
w | 





TABLE I.—Response to treatment with phenethicillin in 68 patients 


original symptom ‘or sign of which the patient complained, such as sore 
throat, swollen painful finger, was termed the ‘recovery period’. When 
possible, bacteriological evidence of the offending organisms was obtained, 
but it will be appreciated that, for a number of reasons, this was not always 
possible. 

In the second part of the trial infections were ‘paired’ so far as possible in 
relation to age, sex, severity of infection, and time of onset, and treated 
either with phenethicillin or phenoxymethylpenicillin and the responses 
noted. Such a comparison could not, of course, be entirely accurate as 
pathological and radiological services were not always obtainable at the 
desired moment and individual patients differ in their general response to 
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infection. Because the majority of conditions were those commonly en- 
countered in general practice, however, some reasonable degree of equality 
in the pairs was reached. Thirty-three ‘pairs’ were studied, and the dosage 
was either 250 mg. of phenethicillin four-hourly, or 250 mg. of phenoxy- 
methylpenicillin four-hourly. 
RESULTS 

It will be seen from table I that 81 per cent. of the patients treated with 
phenethicillin responded rapidly to treatment; the patients being freed 
from their original symptoms within an average period of 2.4 days. 

In the ‘paired’ trial (table I1), 82 per cent. of the patients responded to 
phenethicillin and the average ‘recovery period’ was 2.5 days which is 


Phenethicillin Phenoxymethylpenicillin 
Diagnosis No. of | 
Response Days Failure Response | Days Failure | 


| ‘Tonsillitis ° 10 2 ( 9 3.7 


| Bronchitis das 
| Pharyngitis 
| Otitis media 


Furunculosis 


| Sinusitis 


| Total 33 27 5 6 23 3-4 





Taste I1.—Comparison of results of treatment with phenethicillin and phenoxymethyl- 
penicillin in 33 ‘pairs’ of patients. 


remarkably consistent with the results obtained in the ‘single’ trial. With 
phenoxymethylpenicillin, 70 per cent. of the patients responded in an 
average ‘recovery period’ of 3.4 days. It will be seen that in the small 
number of patients investigated, the response in each group of diseases in 
the ‘paired’ trial was slightly faster with phenethicillin than with phenoxy- 
methylpenicillin, but larger numbers would be required before any firm 
conclusions could be drawn in this respect. 

Bacteriology.—(a) In the first part of the trial the following bacteriological 
investigations were carried out: : 

Swabs were taken in four of the 20 cases of tonsillitis. These all showed ‘hamo- 
lytic streptococci, sensitive to penicillin’; one of these patients failed to respond to 
phenethicillin. Swabs were obtained from two of the patients with bronchitis. The 
reports on these were as follows: ‘no hemolytic streptococci isolated’, and ‘hzmo- 
lytic streptococci isolated sensitive to penicillin’. Both these patients responded to 
phenethicillin. Coagulase-positive staphylococci, sensitive to penicillin, were isolated 
from the only swab obtained from the six patients with infected fingers, and this 
patient responded to treatment. Penicillin-sensitive, coagulase-positive staphylococci 
were also isolated from the only swab obtained from a patient with conjunctivitis, 
and this patient, too, responded to treatment. Swabs were obtained from two of the 
patients with pharyngitis. Hemolytic streptococci, not Lancefield Group A but 
sensitive to penicillin, were isolated from both. Neither of these patients responded 
to treatment. 
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(b) In the ‘paired’ part of the trial the following bacteriological investiga- 
tions were carried out: 

Swabs were obtained from four of the patients with tonsillitis. All showed 
‘hemolytic streptococci sensitive to penicillin’, and two of the patients responded to 
phenethicillin and two to phenoxymethylpenicillin. Swabs were obtained from six 
patients with pharyngitis. Three of these showed ‘hemolytic streptococci sensitive 
to penicillin’, and two of the patients responded to phenethicillin and one to phenoxy- 
methylpenicillin. Two swabs were reported as ‘sterile’, and one of the patients 
responded to phenoxymethylpenicillin, while the other failed to respond to phenethi- 
cillin. One swab was reported on as ‘no hemolytic streptococci isolated’ and this 
patient responded to phenoxymethylpenicillin. Swabs were obtained from two of the 
patients with otitis media. One, a throat swab, was reported on as ‘hemolytic 
streptococci, Lancefield Group A and sensitive to penicillin’, and the patient 
responded to phenethicillin. The other, an ear swab, showed diphtheroids sensitive 
to penicillin and the patient responded to phenoxymethylpenicillin. Swabs were 
obtained from five of the patients with furunculosis. Four of them showed ‘coagulase- 
positive staphylococci sensitive to penicillin’, and two of these patients responded to 
phenethicillin whilst the other two responded to phenoxymethylpenicillin. The 
other swab was reported on as ‘sterile’ and the patient responded to phenoxymethyl- 
penicillin. 

Side-effects.—Of the 101 patients treated with phenethicillin side-effects 
were noted in five patients: rash on the legs (1 case), indigestion (1 case), 
dry feeling in the chest (1 case), bitter taste in the mouth (2 cases). Of the 
33 patients given phenoxymethylpenicillin, one complained of indigestion. 
The patient developing the rash on her legs was being treated with phenethi- 
cillin for phlebitis but it is not certain whether the condition or the treatment 
was responsible. As a precaution treatment was changed. A patch test with 
phenethicillin two weeks later gave no local reaction. The remaining side- 
effects were not sufficiently unpleasant to withdraw either phenethicillin or 
phenoxymethylpenicillin and the treacment was continued. 


DISCUSSION 
The results in this clinical trial are very similar to those reported by Marshall 
(1960), and suggest that phenethicillin is a satisfactory preparation of 
penicillin for use in general practice. No certain opportunity arose for 
treating infections due to the resistant staphylococcus but, if the work of 
Garrod (1960) is confirmed in the clinical field, it would seem that phenethi- 
cillin could be most useful for the treatment of staphylococcal infections in 
general and, in particular, in those patients with recent hospital connexions. 

Three points of interest revealed in the trial are worthy of mention: 

(1) A patient suffering from tonsillitis treated with phenethicillin in the 
‘paired’ series had been unsuccessfully treated elsewhere for a week with 
tetracycline but responded within three days to the new penicillin. 

(2) Another patient with tonsillitis—a girl aged 12, who, three months 
before, had been on phenoxymethylpenicillin syrup for six days before 
recovery—responded within two days to phenethicillin. It is interesting to 
note that, when on the former, she had developed a peeling rash on the 
hands which the parents attribuced to the antibiotic. No similar occurrence 
took place with phenethicillin, although, of course, it was not given for as 
long a period. 
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(3) In the ‘paired’ trial, treatment of bronchitis gave results that were not 
altogether surprising since antibiotics other than penicillin are generally 
favoured for the treatment of this condition. In the ‘single’ trial, five out 
of the seven bronchitics treated with phenethicillin responded, but on the 
whole tetracyclines appear more effective than penicillin in the creatment 
of this condition. 

SUMMARY 
A trial of phenethicillin (“broxil’) was carried out in clinical practice, 68 
patients with varying infections being given 250 mg. four-hourly. Fifty-five 
of these patients responded to treatment in an average ‘recovery period’ of 
2.4 days. 

A further ‘paired’ trial was carried out comparing the results of treatment 
with phenethicillin with that of phenoxymethylpenicillin. Of the 33 patients 
treated with phenethicillin, 27 responded to treatment in an average ‘recovery 
period’ of 2.5 days, and of the 33 patients treated with phenoxymethyl- 
penicillin, 23 responded to treatment in an average ‘recovery period’ of 
3.4 days. 

In those cases in which phenethicillin was effective, it was noted that the 
response to treatment was very rapid. 


I am grateful to my patients for so cheerfully taking part in this trial, to Dr. 
R. M. Emrys-Roberts and Dr. W. P. Pereira for their cooperation and to Dr. R. J. 
Evans, Director of Pathology, Woking and Chertsey Group of Hospitals, for the 
bacteriological investigations. 
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CAPTODIAME IN ANXIETY STATES IN GENERAL PRACTICE 


By B. H. PENTNEY, M.R.C.S., L.R.C.P. 
anpD R. W. BROTHERWOOD, M.B., B.S., D.Osst.R.C.O.G. 
Peckham, S.E.15 


PeRHaPs the most widely used drugs for tension states and minor neuroses 
in general practice are the barbiturates. These, however, have certain dis- 
advantages in clinical practice. Barbiturates are central nervous system 
depressants and exert a sedative/hypnotic action. A satisfactory clinical 
response therefore is nearly always accompanied by a slowing of the patient’s 
reactions, and when the dosage is increased sleep is produced. Further, 
the dangers of acute barbiturate overdosage are well known, and chronic 
overdosage can cause headache, drowsiness and mental confusion. 
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It was therefore decided to undertake a blind trial in general practice to 
decide whether captodiame (‘covatin’) was effective and could replace 
phenobarbitone in the treatment of common anxiety neuroses. 


PHARMACOLOGY AND CLINICAL REPORTS 
Captodiame is a thio ether unrelated to other drugs used for the treatment 
of anxiety neurosis. It appears to control the emotions by stabilizing the 
autonomic nervous system; it produces a degree of sedation without any 
impairment of alertness. Captodiame also has a papaverine-like spasmolytic 
action, quantitatively about five times stronger than papaverine, with a 
direct effect on smooth muscle (Weidmann and Petersen, 1955). Side-effects 
are rare, and mild when they occur. Gastric discomfort has been reported 
and the tablets should preferably be taken with food. 

In a series of 103 patients treated with captodiame, Arnold (1956, 1957) 
encountered no signs of habituation or toxic reaction in long-term medica- 
tion. There were no disturbances of appetite or digestion once the patient 
had become accustomed to the drug. In a search for a drug which did not 
belong to the barbiturate family Von der Heydt (1957) gave captodiame to 
a group of 98 patients suffering from neurosis, autonomic disturbances 
manifested by ‘over-excitability’ and increased sweating, coupled with 
anxiety and irritability, and found that patients were distinctly improved. 
It did not make the patients tired and provided peace of mind which 
expressed itself in return of normal emotional and creative powers. 

Egan (1958) has expressed the opinion that the real indication for capto- 
diame appears to be in acute anxiety states of recent onset. Here relief is 
often dramatic. ‘ ‘“Covatin”’ ’, according to Egan, ‘has the advantage of not 
producing the drowsy or “drugged” effect so often occurring with bar- 
biturates and also has the probable advantage of not being habit forming’. 


SCOPE OF INVESTIGATION 

Three lots of sugar-coated tablets of identical size and colour were produced: 
phenobarbitone, 4 grain (8 mg.); captodiame, 50 mg.; and an inert material. 
The lots were marked A, B and C and their true identity was unknown 
to the prescriber. The groups were studied over an eight-week period. 

Group I.—A gradual changeover was made from phenobarbitone to 
captodiame over a two-week period :— 

Two tablets of phenobarbitone thrice daily for two weeks 


Two tablets of phenobarbitone morning and evening 
ame : for one week 
['wo tablets of captodiame at noon 


Two tablets of phenobarbitone at noon Sor ont athe 
Two tablets of captodiame night and morning 


Two tablets of captodiame thrice daily for four weeks 


Group 11,—An abrupt change was made from phenobarbitone to capto- 
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diame, bearing in mind the possible reliance of the patient on the hypnotic 
effect of phenobarbitone, and the known slow onset of action of captodiame: 
Two tablets of phenobarbitone thrice daily for two weeks 
Two tablets of captodiame thrice daily for six weeks 
Group III.—Placebo control: 


Two tablets of placebo thrice daily for two weeks 
Two tablets of captodiame thrice daily for six weeks 


Group IV.—After completion of groups I, II and III it was decided to 
treat a small series with captodiame for the same period :— 
Two tablets of captodiame thrice daily for eight weeks 
The practitioners concerned had worked together for several years and 
were thus able to select those patients for the trial who showed comparable 
symptoms and in whom the diagnosis of anxiety tension state was never in 
doubt. The presenting symptoms were recorded as well as any organic 
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TasBLe I.—Summary of results in a controlled clinical trial of 
captodiame 


abnormality. Each of the patients was seen at least three times in the 
eight-week period and an assessment of progress was made. The patient’s 
subjective sensations were noted at each interview, together with the usual 
clinical observations, and at the end of the trial the patiént’s state was 
assessed again under one of the following headings:—-Improved, Doubtful 
improvement, Worse. 
RESULTS 

The results are summarized in table I. Of the 57 patients who completed 
the course of tablets and were assessed at its conclusion, 38 (66.66 per cent.) 
were improved, 7 (12.28 per cent.) were improved only slightly, and 
12 (21.05 per cent.) were worse. In groups I and II, 21 out of 32 patients 
(65.62 per cent.) maintained the improvement on captodiame initiated by 
phenobarbitone. No unpleasant subjective effects were experienced during 
the transition from one tablet to the other, although there appears to have 
been greater improvement when phenobarbitone was changed abruptly 
to captodiame. There is thus no advantage in making the changeover 
gradually. It is worth noting that eight patients improved on captodiame 
when phenobarbitone had failed. In group III, six out of 12 patients main- 
tained the improvement on captodiame initiated by placebo tablets. 
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When the first three groups had been completed, it was decided to treat 
another series of cases with captodiame for the full eight-week period. By 
this time the prescribers had guessed the nature of each tablet correctly. 
Group IV showed the highest percentage of improvement: 84.62 per cent. 
Captodiame would therefore seem to be more effective used initially in 
new cases rather than reserved for use after other drugs. 

No side-effects were seen with captodiame in the dosages prescribed, but 
we understand that possible slight gastric disturbance can be avoided by 
taking the drug with food. We can confirm the findings in other published 
reports, that captodiame does not produce a drowsy effect, and that it is not 
habit-forming. 

CONCLUSIONS 
It is obvious that captodiame achieves a measure of success in acute anxiety 
states, and it would seem reasonable to suggest that the drug should be 
tried initially before resorting to the barbiturates. In this series of 57 
patients, in whom captodiame, prescribed blindly, benefited 66.66 per cent. 
of cases, three general impressions were gained apart from the numerical 
results :— 

(1) It is clear that to undertake a comparative trial in general practice is 
difficult and requires considerable patience. One is faced with a difficult 
decision, particularly in acute phases, as to whether it is fair to place a patient 
in the trial series or to treat him with a known agent. 

(2) No matter what tablet was given, the first two weeks of therapy 
showed some, and often the most dramatic, benefit. 


(3) In every case personal contact with the patient was important, and at 
least some of the good results were related to this contact and not to the 
tablet prescribed. 


SUMMARY 
A trial in general practice is described in the search for an effective sedative 
with minimal side-effects which does not belong to the barbiturate family. 
It is suggested that captodiame (‘covatin’) is worthy of use in cases of 
anxiety tension states of recent origin. 
We wish to thank William R. Warner & Co., Ltd., for supplying the tablets and, 
in particular, Dr. D. D. H. Craig for his continued interest and help. 
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‘NOT IN PRACTICE’ 


By HUGH L’ETANG, B.M., B.Cu. 


THE practice of medicine is still regarded as a vocation by the general public, 
which explains why a doctor who ceases to practise before the normally 
accepted retiring age may be regarded with curiosity, and even suspicion. 
There is, however, a vast literature about medical men who have taken up 
other occupations, and the following case histories illustrate the diversity 
of their activities. 
COLONIAL ADMINISTRATOR 

It was due to a surgeon, W. G. Atherstone, that the Kimberley diamond 
mines were developed. He was a keen geologist and recognized the nature 
of the first stone in 1868. Among 
the adventurers who flocked to Kim- 
berley was a British doctor, Lean- 
der Starr Jameson (fig. 1), who had 
qualified in 1875 at University 
College Hospital, and obtained the 
London M.D. in 1878. He won a 
gold medal in medical jurisprud- 
ence, although his aptitude for 
legal matters did not save him later 
from two terms of imprisonment. 
Jameson became assistant to Dr. J. 
P. Prince who was already well 
established, but soon built up a 
successful practice of his own. In 
1882 and 1883 he became involved 
in the ‘smallpox war’. Cases of 
smallpox had been reported, and 
the mine owners were afraid that this 
would cause the workers to leave the 
mines. Jameson and other doctors 
working for the mine owners certified these cases as Felstead’s disease, the 
‘Transvaal disease, or a ‘bullous disease allied to pemphigus’. Jameson in- 
sisted that his diagnosis must be correct since he was the only ‘M.D. 
London’ working in the area! 

Like a number of other medical men, Jameson came under the influence 
of Cecil Rhodes, who appointed him Administrator of Mashonaland in 1890. 
In 1891, when exploring further possible concessions, he was imprisoned 
by the Portuguese, but in 1893 he made a successful attack on Matabeleland. 

Meantime, the Uitlanders (settlers) in Johannesburg had formed a union 
to agitate against the Boer President, Kruger, for constitutional rights. 


Fic. 1.—Leander Starr Jameson (1853-1917). 
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Jameson assembled a force just over the Transvaal border, but both the 
Uitlanders, and Rhodes himself, asked Jameson not to move. Impulsively 
he started the Raid which bears his name, and he and his associates were 
arrested. They were sent to England for trial, and Jameson was sentenced 
to fifteen months’ imprisonment. He fell ill in Holloway prison, had an 
operation for hemorrhoids and fissure, and was released in 1896. Before 
the raid Jameson had arranged for 
the reformers in Johannesburg to 
give him an undated letter asking 
for assistance, mentioning that their 
women and children were in dan- 
ger. Another of Rhodes’ medical 
advisers, Dr. F. Rutherford Harris, 
who had worked with Jameson in 
the smallpox war, sent it to The 
Times and somewhat unscrupu- 
lously backdated it to December 28, 
1895. 

The raid had two important con- 
sequences which are still felt today. 
It ended Rhodes’ political career, 
and his dream of a United Africa, 
and it led to an increase of anti- 
British feeling and the rearming 
of the Boers. Jameson’s subsequent 
career hardly suffered at all. He was 
Prime Minister of Cape Colony from 
1904 to 1908, and an M.P. in the first Union Parliament from 1910 to 1912. 
He was knighted for his services, and died in 1917. 


Fic. 2.—Leonard Wood (1860-1927). 


CHIEF OF STAFF, U.S.A. 
Leonard Wood (fig. 2) was born in 1860, and received the M.D. Harvard 
in 1884. As a contract surgeon he took part in some of the Apache Wars, 
and obtained a regular commission in 1886. In 1895, he was posted as a 
surgeon to Washington where President McKinley and his wife became his 
patients, and where he met Theodore Roosevelt. The year, 1898, was the 
turning point of his career, and he never practised medicine again. 

At the beginning of the Spanish-American War, Roosevelt and Wood 
organized the 1st U.S. Volunteer Cavalry (The Rough Riders), and Wood 
became a combatant. He acted as Colonel of the Regiment, and com- 
manded a cavalry brigade at St. Juan Hill. He was later Military Governor 
of Cuba, and of the Moro province of the Philippines, and from 1906 to 
1908 commanded the Philippine division of the Army. In 1910, he was 
appointed Chief of Staff of the United States Army. As if this was not 
sufficiently remarkable, Ainsworth, the Adjutant-General, had also been a 
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doctor, and the ensuing struggle for power between the two of them be- 
came the talk of Washington. Wood strove to organize the scattered units 
of the Army into a balanced striking force, and at the same time he tried 
to build up reserves, and form civilian training camps. When he went to 
the Department of the East in 1914, he continued to prepare for war, and 
to press for universal military service. These activities, and his continued 
association with Theodore Roose- 
velt, offended President Wilson 
and members of his administra- 
tion. This may have been the 
reason why he was passed over as 
commander of the American Ex- 
peditionary Force, and relieved of 
command of the 89th Division 
on the eve of embarkation for 
France. 

The last years of his life, from 
Ig2I tO 1927, Were spent as 
Governor-General of the Philip- 
pines. In the later part of his life 
he had intimate associations with 
the great neurosurgeon, Harvey 
Cushing. From 1902, Wood had 
signs of increased intracranial pressure with numbness and weak- 
ness of the left side of the body and focal seizures. In 190g Cushing diag- 
nosed a meningioma which he partly removed in 1910, unfortunately re- 
placing the involved dura and bone flap as was the custom at the time. 
There was some residual spasticity in the left foot, but it was not until 1921 
that this increased and the focal seizures returned. He died after an intra- 
cranial operation in 1927, for which Cushing always blamed himself, and 
considered one of his worst failures. 


iG. 3.—Dun- Yat-den (1800-1925). 


REVOLUTIONARY 

Sun-Yat-Sen (fig. 3) was born of a Chinese peasant family in 1866, but 
was able to study medicine in Hong Kong, qualifying in 1892. In 1894, 
he founded a revolutionary organization and launched the first of many 
abortive plots against the Manchus. In 1896, he was kidnapped in London, 
and imprisoned in the Chinese legation, pending transportation to China and 
inevitable death. He was able to smuggle a letter to Dr. (later Sir James) 
Cantlie, who secured his release. 

In 1911, he participated in a successful revolt, and early in 1912 the 
Manchu Emperor abdicated and China became a Republic. Sun-Yat-Sen 
was the first President, but held office for only forty-five days, and then 
retired in favour of General Yuan Shih-kai whose troops had won the revolt 
and who revealed himself to be another dictator. Sun was exiled once more, 
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and after the 1917 revolution he turned towards Communism. In 1923 he 
was elected President of the Southern Republic of China, and with assist- 
ance from Moscow, reorganized the Kuomintang on the Comintern model. 
He did not live to see the reunification of China and died of cancer in 1925. 

Like Leonard Wood, Sun had difficulties with members of his own pro- 
fession. Dr. (later Sir Samuel) Halliday Macartney (1833-1906) joined the 
Chinese Service, after a period in 
the British Army medical depart- 
ment. From 1877 to 1906 he was 
First Secretary and Counsellor of 
the Chinese Legation in London. 
If not directly concerned, he must 
have been aware of Sun’s kidnap- 
ping in 1896. It also seems that Dr. 
G. E. Morrison (1862-1920) used 
his great influence to Sun’s detri- 
ment. This Australian doctor be- 
came famous as an explorer, a 
soldier, and a Chinese expert and, 
as Peking correspondent of The 
Times, he had a great influence on 
the political and economic affairs 
of China. Just before he died, he 
admitted that he did not appreciate 
Sun’s true character, and that had 
he done so the history of modern 
China might have been different. 


Fic. 4.— Georges Benjamin Clemenceau 
(1841-1929). 


PRIME MINISTER 

Shortly after Clemenceau (fig. 4) qualified as a doctor he studied in America, 
and entered public life, in 1870, as Mayor of Montmartre. He joined the 
extreme left of the Radical party, and started the first of his newspapers 
in 1880. He soon became known as a political critic with the power to 
destroy Ministries. In 1906, he became Minister of the Interior, and showed 
something of his strength and ruthlessness when he employed troops to 
break a strike of miners. He was Premier from 1906 to 1909, and during 
this period the Entente with Britain was formed. He was not, however, the 
first doctor to become Premier of France, for Combes had held office from 
1903 to 1905. 

In 1913, Clemenceau started a new newspaper, l’Homme Libre, in which 
he stressed the importance of armaments in view of the increasing menace 
of Germany. At the same time, Leonard Wood was doing much the same 
in America. On the outbreak of war in 1914, his paper was severely censored, 
but he continued to publish it with large blank spaces. He denounced the 
shirkers and the incompetents, and demanded efficiency. In a public debate 
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in the Senate on July 22, 1917, he attacked the Minister of the Interior 
for not treating ‘revolutionaries’ more firmly. On November 16, 1917, 
Clemenceau became Premier of France once more, when the morale of the 
country was particularly low. He was ruthless to the point of brutality, and 
waverers, defeatists, and obstructionists were removed from their posts. 
He made clear that victory was his target, and he restored the nation’s 
self-confidence. He suffered the fate 
common to war leaders, for when his 
cabinet fell in 1920, he was forced to 
retire from public life. 

In Leon Daudet’s unusual biography 
of Clemenceau there is little mention 
of medicine. We learn that Clemenceau 
had a prostatectomy in 1912, and that 
he was wounded in the lung by a 
would-be assassin’s bullet in 1919. 
Daudet makes only one mention of 
Clemenceau as a doctor, but this is 
characteristic and revealing. He de- 
scribes Clemenceau in his early days, 
recommending zinc oxide ointment to 
a patient with skin disease, and add- 
ing this advice :— 

“You must get rid of it old boy. It will hinder you in your love making’. 


Fic. 5.—Auckland Campbell Geddes 
(1879-1954). 


ANATOMIST AND DIPLOMAT 

Auckland Campbell Geddes (fig. 5) was born in 1879, and his early ambition 
to join the Army was not realized because of defective vision. He became 
a medical student in Edinburgh, and on three occasions volunteered for 
service in the Boer War. Eventually he served as a private soldier for one 
year. He graduated in 1903 and took the M.D. in 1908. For a time his 
career followed conventional lines, and he became a Professor of Anatomy, 
first at the Royal College of Surgeons of Ireland, and later at McGill 
University, Montreal. 

On the outbreak of war in 1914, he left Canada and became second in 
command of a battalion of the Northumberland Fusiliers. Owing to an 
accident, he was unable to proceed with his unit to France, but subse- 
quently served there as a Staff Officer. A memorandum on recruiting 
attracted the attention of Lord Derby, and he became Director of Recruiting 
at the War Office. In 1917, he became Minister of National Service and 
subsequently President of the Local Government Board and the Board of 
Trade. He did not return to his profession, for in 1920 he was appointed 
British Ambassador in Washington despite considerable criticism. In 1924, 
having lost the sight of his left eye, he resigned and entered the business 
world, eventually becoming chairman of the Rio Tinto Company. In 1939 
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he returned to his country’s service as Regional Commissioner. Two years 
later he temporarily resigned and underwent an operation for cataract in the 
right eye, but after a further period of duty he finally resigned in December 
1941. He was raised to the Peerage in 1942 and died in 1954. 


EPILOGUE 
‘These are but a few of the medical men who have served the community 
in other capacities, and their lives show that a medical training can be used 
for other purposes. This is not surprising, for doctors are not only versed 
in the facts and techniques of their profession, but have incomparable 
opportunities to study people, not only in sickness, but also in their daily 


lives. 

This perhaps has some relevance today. A consulting physician has com- 
pared the early strivings following medical qualification with the scaling 
of a ladder, where many fall, and where the few who reach the top become 
consultants. Perusal of the correspondence columns in both the medical and 
lay press suggests that the struggle is largely in vain since dissatisfaction 
is rife in all sections of the profession. In these circumstances, and in view 
of the apparent overcrowding of the profession, a proportion might find 
better use for their talents outside medicine. A legal training has long been 
recognized as an excellent preparation for other occupations. A medical 
training, which is longer, more diverse, and more arduous, would be an 
even better preparation. 

I should like to acknowledge my debt to the various contributors, to the ‘En- 
cyclopedia Britannica’, ‘Chambers Encyclopedia’, the British Medical Journal, 
The Lancet, and The Times, as well as to the following authors: 

Monro, T. K.: ‘The Physician as Man of Letters, Science and Action’. 

Holt, Edgar: ‘The Boer War’. 

Burrows, Edmund H.: ‘A History of Medicine in South Africa’. 

Hagerdorn, Herman: ‘Leonard Wood’. 

Fulton, John F.: ‘Harvey Cushing’. 

Cantlie, N., and Seaver, George: ‘Sir James Cantlie’. 

Woodhead, H. G. W.: “The Truth about the Chinese Republic’. 

Daudet, Leon: ‘Clemenceau’. 

Duncan, L. (1938-39): Gen. Practit. Aust., 9, 287, 330. 

The illustrations are reproduced by courtesy of the Radio Times Hulton Picture 
Library. 
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CLII.—THE PRESENT STATUS OF PARA-AMINOSALICYLIC 
ACID AND ITS DERIVATIVES 


By M. O. J. GIBSON, M.D., M.R.C.P. 
Physician Superintendent, Bow Arrow Hospital, Dartford; 
Consultant Chest Physician, South-East Metropolitan Regional Hospital Board 


PARA-AMINOSALICYLIC acid (PAS) has been used extensively during the past 
fourteen years. Although several other substances have a limited value, 
isoniazid, streptomycin and PAS constitute the sheet anchor of the 
treatment of tuberculosis. 
HISTORY 

It was found by Bernheim, in 1940, that sodium salicylate increased the 
oxygen requirement of tubercle bacilli. Lehmann (1946), working in Sweden, 
pursued this observation and discovered that para-aminosalicylic acid 
effectively inhibited the growth of M. tuberculosis, being the most tuberculo- 
static of more than fifty allied chemical compounds which he had examined. 

To begin with, PAS was used as the sole drug for tuberculous patients. 
The immediate effect was good and, indeed, dramatic in advanced febrile 
cases, but it soon became obvious that PAS alone was not going to cure the 
disease. The patients improved so far but no further and, after several 
months’ therapy, many began to deteriorate. The reason for this limited 
improvement and frequent deterioration was that strains of tubercle bacilli 
resistant to PAS appeared. At about the same time a precisely similar 
difficulty was being encountered with streptomycin. It had been estab- 
lished that penicillin combined with a sulphonamide was most effective 
in delaying the emergence of drug-resistant cocci and it therefore seemed 
logical to expect that the same beneficial effect might result from the 
simultaneous administration of streptomycin and PAS. This was indeed 
confirmed. Large-scale clinical trials in England by the Medical Research 
Council and in the United States by the Veterans Administration firmly 
established the fact that PAS, though to some extent tuberculostatic 
per se, was of far greater value in suppressing the emergence of drug 
resistance. A similar resistance-delaying effect was later shown to result 
from the therapeutic combination of PAS and isoniazid (Medical Research 
Council, 1953). 

PHARMACOLOGY 
PAS was first synthesized by Seidel and Bittner (1902); its formula is:— 
COOH 
OH 


NH, 
It is a white crystalline powder sparingly soluble in water but is com- 
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monly used in the form of its sodium salt which is readily soluble: when 
PAS is prescribed it is the sodium salt which is dispensed. Discoloration of 
the compound develops gradually on prolonged keeping in the dry state and 
more rapidly when in solution. It seems probable that the darkening is due 
to polymerization of PAS with traces of meta-aminophenol (itself colourless 
and not particularly toxic). Sodium PAS is rapidly absorbed from the 
gastro-intestinal tract but is as rapidly excreted in the urine. To maintain a 
satisfactory blood level, relatively large doses must be given at frequent 
intervals. As with many other drugs, however, it is not known whether the 
aim should be at a constant level or intermittent peaks of high concentration 
in the blood. 


MODE OF ACTION 

PAS is bacteriostatic but the mechanism by which it exerts this effect is 
unknown. Barclay and his colleagues (1954) have shown that it behaves in 
a different manner from isoniazid. When incubated on culture medium, 
C14-Jabelled isoniazid becomes firmly bound to tubercle bacilli susceptible 
to that drug but only loosely attached to isoniazid-resistant organisms. In 
complete contrast, C!4-labelled PAS is not bound by PAS-sensitive bacilli 
but is anchored by PAS-resistant organisms. The significance of this is, as 
yet, by no means clear. 


DOSAGE 

The Medical Research Council Tuberculosis Chemotherapy trials estab- 
lished that, when given in combination with streptomycin, it is necessary to 
administer 20 g. of PAS daily to produce the maximal suppression of 
streptomycin-resistant bacilli. The results of 5 g. and 10 g. of PAS with 
streptomycin were much inferior. The critical dose has not been settled, 
since trials have not been attempted with dosage levels other than 5, 10 and 
20 g. of PAS with streptomycin. For those who can tolerate it therefore, 
20 g. of PAS is the wisest dose when used with streptomycin, but it is 
probably justifiable to reduce this to 15 g. a day in those who are troubled 
with side-effects. When treating patients with isoniazid, however, the Medi- 
cal Research Council trials showed that there is little to choose between the 
clinical and bacteriological efficacy of 20 g. and of 10 g. of PAS daily. 
Either combination of PAS with isoniazid gives excellent results though not 
quite as good as daily streptomycin plus isoniazid (Medical Research 
Council, 1955). 

Owing to its rapid excretion PAS ghould be given four times a day in 
equal doses. It is better tolerated when taken with, or immediately after, a 
meal. When the patient is well on the way to recovery, being ambulant, 
probably back at work and receiving isoniazid plus PAS in combination, it 
appears to be safe to administer these drugs twice daily: i.e. after breakfast 
and after supper. ‘To obviate relapse it is now appreciated that the treatment 
of even minimal pulmonary tuberculosis must continue for at least twelve 
months whatever drug combinations are used—in extensive cases two or 
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more years of continuous chemotherapy are required. Patients therefore are 
more than grateful and more likely to take their drugs conscientiously when 
the midday dose at work can be eliminated. 

When using isoniazid plus PAS therapy in the children’s ward of Bow 
Arrow Hospital, I prescribe the latter drug at the dose of 1 g. per 14 pounds 
(160 mg. per kg.) body weight daily. It is given as a freshly prepared solu- 
tion ‘disguised’ with syrup of orange and 1 g. of PAS is contained in 8 ml. 
of the mixture. Children seldom object to the bitter taste especially when it 
is followed by the pleasant blackcurrant-flavoured isoniazid syrup. Gastro- 
intestinal disturbances, rashes and other side-effects are rare and, having 
treated over 400 children with this regime, I find the younger the child 
the less the intolerance. 

Although it has little appeal in this country where the general aim is to 
simplify the administration of drugs, intravenous PAS has a vogue in 
France and Switzerland. The disadvantages are clear enough but the benefit 
lies in the elimination of gastro-intestinal intolerance and the achievement 
of very high peak levels (if these are indeed desirable). Spencer-Jones (1954) 
gave his personal experience of over 1000 PAS transfusions in 27 cases and 
concluded that it had a place in treatment when oral administration was not 
possible and presumably when another anti-tuberculous agent could not 
be used in its place. 


SIDE-EFFECTS 
There are two inherent disadvantages of PAS from the point of view of the 
consumer: (i) the size of the dose; (ii) the incidence of side-effects. Nothing 
can be done concerning the former defect and, although several ingenious 
devices improve the latter, both the tuberculous patient and his physician 
will be thankful when PAS in all its disguises can be removed from the 
pharmacopeeia and replaced by a discrete small pill as well tolerated and as 
effective as isoniazid. 

The incidence of side-effects is related to the size of the dose, being in the 
region of 50 per cent. in patients receiving 20 g. a day but reduced to around 
15 per cent. when 1o g. a day is being taken. 

Gastro-intestinal disturbances are very common but tend to improve if 
the treatment is continued. The usual complaints are nausea, abdominal 
discomfort and mild diarrhea, Some patients find that by having one day of 
rest each week without PAS they can manage better. Drug rashes with or 
without fever are by no means uncommon. The eruption, which usually 
irritates, may be urticarial, mobilliform or erythematous; on rare occasions 
exfoliative dermatitis has been reported. These rashes are often well 
controlled by antihistamine drugs but if these prove ineffective then either 
PAS must be replaced by another anti-tuberculous drug or else desensitiza- 
tion must be attempted. After six months or so of PAS treatment a general- 
ized mild thyroid enlargement is often seen, especially in young women; 
occasionally myxcedema develops, but more usually the goitres are symptom- 
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less and subside when treatment ceases. PAS myxeedema improves rapidly 
on thyroid extract. 

Other side-effects are decidedly rare. Among them are various blood 
changes (agranulocytosis, eosinophilia, and a blood picture resembling 
that of glandular fever). Thrombocytopenic purpura and eosinophilic 
transient lung lesions similar to Loeffler’s syndrome have also been re- 
ported. Jaundice from toxic hepatitis, which may be severe, is unusual 
(Dixon, 1954), but the symptomless hypoprothrombinzmia which more 
commonly occurs during PAS therapy (Nagley, 1949) is evidence of im- 
paired liver function. Hypokalamia with cardiac irregularities and transient 
paralysis was first described by Cayley (1950). 

It may be difficult to be sure at first if some untoward symptom or sign 
developing during PAS therapy is due to PAS or to the concomitant anti- 
tuberculous drug, or whether it is unconnected. When in doubt, it is always 
wiser to stop all therapy for a few days, for if the new feature is a drug 
reaction it will soon subside. By the cautious reintroduction of each drug in 
turn one can then establish with certainty which is causing the trouble. 


PREPARATIONS 
PAS.—Occasionally patients prefer liquid PAS—a simple solution in water 
with or without flavouring agents which do little if anything to mask the 
intensely bitter taste. But more often they would rather take one of the 
bewildering number of solid preparations of this drug. 
For patients who can swallow cachets the preparation of sodium amino- 


‘ 


salicylate known as ‘paramisan sodium’ is available in the form of cachets 
known as ‘pashets’. Each cachet contains 1.5 g. of PAS, so 3 cachets four 
times daily (i.e. 18 g. daily) would be a reasonable accompaniment for daily 
streptomycin. For those who cannot swallow cachets or for those in whom 
the high gastric concentration of PAS causes nausea and dyspepsia, there is 
a choice of 0.5-g. sugar- or enteric-coated PAS tablets or ‘pasade’ granules. 
These granules contain PAS intimately mixed with a special type of fat. 
After swallowing, the fat melts and by coating the stomach protects it from 
irritation by the liberated PAS. Each so0o0-g. tin contains a scoop holding 
the equivalent of 2.5 g. of PAS. 

It is the sad but universal experience of chest physicians that many 
patients who are prescribed domiciliary anti-tuberculous treatment take the 
innocuous isoniazid but not the unpleasant PAS. This is courting disaster 
because isoniazid-resistant organisms may well appear. It is a good rule 
therefore to prescribe these two drugs in combined form so that the patient, 
if then uncooperative, gets neither drug. Even this ruse, however, does not 
take into account the wayward individual who takes a few cachets now and 
then when he is in the mood. ‘Pycamisan’ cachets contain both PAS and 
isoniazid. They are made in five different combinations of these two drugs. 
I find the most useful to be ‘pycamisan PH 10’. Eight of these cachets daily 
give a daily intake of 10 g. of PAS plus 200 mg. of isoniazid. 
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Although it has generally fallen into well-earned disrepute, a warning 
should perhaps still be sounded concerning a drug called ‘dipasic’. This is 
a chemical combination of isoniazid with PAS. It is pleasant for the patient, 
for it is a small tasteless pill which does not cause gastric irritation. It would, 
indeed, be an ideal drug if it were not so ineffective. Extravagant claims 
were originally made and it was stated to act in a different and superior 
manner from the isoniazid and PAS from which it is constituted. Several 
competent workers, however, have carefully put it to the test and they agree 
that it should never be used. Its failure as an anti-tuberculous drug lies in 
the fact that in the body it dissociates into its two components and the PAS 
content is but a fraction of that required to prevent the emergence of 
isoniazid-resistant tubercle bacilli. It is, in fact, tantamount to treating the 
patient with isoniazid alone. 

Calcium benzoamidosalicylate.—In a very successful attempt to help those 
patients in whom PAS gives rise to gastro-intestinal disturbances, calcium 
benzamidesalicylate is being widely used. This is a chemical union between 
calcium PAS and benzoic acid. It is a white powder insoluble in water. It 
seldom causes gastric irritation and because of its insolubility it is almost 
tasteless—the slightly sweet flavour compares most favourably with the 
overpowering bitterness of sodium PAS. For simplicity, it is referred to as 
calcium B-PAS or B-PAS and it is marketed under the name of ‘therapas’. 
This is obtainable in sealed packets of 3.5 g. or cachets of 1 g. When given 
in combination with isoniazid the dosage range of ‘therapas’ lies between 
10.5 g. and 14 g. a day. When used with streptomycin (where a higher dose 
of sodium PAS is necessary) 21 g. a day would be advisable. The ‘therapas’ 
packet is emptied into a glass of water or milk, stirred up to form a suspen- 
sion, and swallowed as a draught. More recently ‘therazid’ packets and 
cachets have been put on the market. Each packet contains 3 g. ‘therapas’ 
and 75 mg. isoniazid: each cachet 1 g. ‘therapas’ and 25 mg. isoniazid. So 
four packets or 12 cachets of ‘therazid’ daily provide an adequate dose. By 
using ‘therazid’, instead of ‘therapas’ with separate isoniazid tablets, one 
can be sure that the patient is getting both drugs together and also save 
him trouble. 

Gow (1953) first reported on the use of ‘therapas’ in some 80 cases of 
genito-urinary tuberculosis. A later report (Ross et a/., 1955) confirmed the 
earlier impressions that it was highly acceptable and successful when used 
as one of a pair of anti-tuberculous drugs. A clinical trial in pulmonary 
tuberculosis began in 1952. The detailed results have been published else- 
where (Gibson and Nagley, 1955). In brief, 204 patients were treated with 
‘therapas’ in combination with either isoniazid or streptomycin. Most of the 
patients preferred ‘therapas’ to other forms of PAS, and gastro-intestinal 
disturbances were reported by only 3 per cent. of those who received 10.5 g. 
a day. This drug, of course, stands or falls by its ability, in comparison with 
PAS, to delay the emergence of streptomycin or isoniazid-resistant strains 
of tubercle bacilli. The original results were no more than highly suggestive 
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of its success in this respect. Further studies, however, amply confirmed 
by other chest physicians, have substantiated this opinion. 

On calcium B-PAS treatment the serum level of free PAS is appreciably 
lower than that attained by patients taking sodium PAS, but a careful 
examination of the published evidence has persuaded me that the minimal 
serum level of free PAS required to prevent the emergence of bacillary 
resistance is still quite unknown. Unfortunately the smallest dose needed in 
a PAS-isoniazid combination has never been established. By the time that 
most patients are placed on this dual therapy their cavities are closed and 
their sputum has converted. It is a thousand pities that a Medical Research 
Council trial of PAS, 5 g. a day, with isoniazid, 200 or 300 mg., was never 
attempted on a group of patients who, having greatly improved on adequate 
rest with triple chemotherapy, still required a further year or so on anti- 
tuberculous drugs to heal their disease. 

If any difference exists between calcium B-PAS and sodium PAS in their 
ability to prevent the emergence of bacterial resistance, it must be extremely 
slight and unlikely to be demonstraced clearly except by long-term study of 
a large number of cases. If such a marginal inferiority of calcium B-PAS 
exists, it must be more than compensated by the greater consumption by 
patients of this far more acceptable drug. 


TESTS FOR PAS IN URINE 
Omission or partial omission of PAS by outpatients remains a serious prob- 
lem. Simpson (1956) found 24 per cent., and Wynn-Williams and Arris 
(1958) detected 49 per cent., of defaulters at their respective clinics. By care- 
fully explaining the need for continuous therapy and by transferring those 
with gastro-intestinal disturbances on to calcium B-PAS, one should be able 


to improve these alarming figures, but there will always remain a hard core 
who will take their drugs when or if it suits them. Provided that the patient 
is not aware of the reasons for the test, examination of his urine will reveal 
whether he has taken a dose of PAS during the previous twelve hours. 


The usual test consists of adding a few drops of normal hydrochloric acid to 1 ml 
of urine, foilowed by a ro per cent. solution of ferric chloride drop by drop. If PAS 
is present a purple colour results, varying from almost black to a light purple shade 
according to the concentration of PAS in the urine 

A slightly less sensitive test but quite adequate and far more easy in its perfor- 
mance is the ‘dip and read’ paper reagent strip known as ‘phenistix’. It was designed 
to detect phenylketonuria but the grey-green colour produced by phenylpyruvic 
acid cannot be confused with the distinct purple colour to which urine containing 
PAS turns the strip. 

Both these tests give a similar purple colour with salicylates and with metabolites 
of chlorpromazine. 


SUMMARY 
PAS has been used extensively since 1946 in the treatment of all types and 
locations of tuberculosis. With isoniazid and streptomycin it forms the basis 
of present-day chemotherapy in this disease. It is only mildly tuberculo- 
static, but it exerts its more important effect by preventing the emergence 
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of resistant strains of Mycobacterium tuberculosis when given in conjunction 
with one or more of the other anti-tuberculous drugs. It should never be 
given as the sole drug. 

The Medical Research Council trials established that, when used with 
streptomycin, 20 g. of PAS a day in divided dosage was much superior to 
10 g. a day. For those patients who cannot tolerate this high dosage, it is 
justifiable to reduce it but not below 15 g. a day. 

When given with isoniazid, the Medical Research Council trials showed 
that there was virtually nothing to choose in the effect on the patient’s 
disease between 20 g. and 10 g. of PAS a day. 

The equivalent dose for children with isoniazid is 1 g., or with strepto- 
mycin 2 g., of PAS per stone body weight (160 or 320 mg. per kg.) daily. 
They seldom mind the bitter taste of PAS given as a simple mixture (1 g. of 
PAS in 8 ml. of solution), but those who object are better treated with 
calcium B-PAS powder suspended in fluid than with PAS in cachets which 
are too large for them to swallow. Children tolerate PAS better than adults. 

The major disadvantages of PAS are the size of the dose, and the incidence 
of side-effects. Drug rashes are not rare, but are often controlled by an 
antihistamine preparation. Gastro-intestinal upsets are more common and 
patients thus troubled are better treated with the almost tasteless and much 
less irritant calcium benzamidosalicylate (calcium B-PAS; ‘therapas’). 

A fair percentage of patients on PAS-isoniazid therapy assure their doctor 
that they are conscientiously taking both drugs, whereas they are actually 
only consuming the inoffensive isoniazid. It is therefore a sound principle 
always to prescribe these drugs in the same cachets or powder. Eight cachets 
a day of ‘pycamisan PH 10’ amount to 10 g. of PAS plus 200 mg. of isoniazid. 
Four packets a day of ‘therazid’ powder give a daily dosage of 12 g. of 
calcium B-PAS with 300 mg. of isoniazid. 

‘Phenistix’ reagent strips are a convenient ‘dip and read’ test for PAS in 
urine, but any other salicylate and some tranquillizers will give the same 
purple colour. 
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CALLING THE LABORATORY 
VIlI.—GASTRIC ANALYSIS 


By ROBERT D. EASTHAM, M.D., D.C.P., Dipi.Partu. 


Consultant Pathologist to the Frenchay/Cossham Group of Hospitals, Bristol 


‘THE stomach is responsible for the partial digestion of food after it has been 
chewed and mixed with saliva. The glands of the pyloric and cardiac mucosa 
produce a mildly alkaline mucinous secretion, whereas the glands of the 
fundus secrete a fluid rich in hydrogen ions and chloride ions, so that the 
gastric juice of a normal person contains free acid. The ‘body chief cells’ 
secrete a proteolytic enzyme, pepsin, which acts at an optimum pH of 2.0. 
In addition, a glycoprotein known as intrinsic factor (on which the absorption 
of vitamin B,, depends) is secreted by the stomach. 


INDICATIONS 
Gastric analysis attempts to assess gastric function, and can be helpful in 


many cases: 
(1) Peptic ulcer: either gastric or duodenal ulcer 
(2) Carcinoma of the stomach 
(3) Gastritis 
(4) Atrophic gastritis associated with Addisonian megaloblastic anzmia, 


and in the differentiation of this condition from other types of megaloblastic 
anzmia in which free acid is secreted 
(5) To exclude organic disease of the stomach 


MATERIALS REQUIRED 

Although a stomach tube can be passed without great difficulty in domiciliary 
practice, it is better for the patient to attend at the laboratory or, better still, 
for the patient to be admitted to a ward bed overnight. It is important that 
the patient be at rest, comfortable, and reassured, since the passing of a 
stomach tube, and the administration of a gruel test meal can induce 
sufficient nausea to inhibit completely normal acid secretion, producing 
achlorhydria in some cases. 

The purpose of the test should be explained to the patient. No food or 
drink should be taken from 22.00 hours on the previous day, the test being 
performed early on the following morning. 


TUBE TEST MEALS 
Gruel meal.—After a stomach tube has been swallowed by the patient the 
total fasting gastric juice is aspirated and kept for examination. The patient 
is then given a pint (0.5 litre) of gruel to drink, and samples of 5 to 10 ml. 
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of gastric juice plus meal are aspirated every fifteen minutes for 24 hours, 
after which the stomach is completely emptied and the volume of the 
residue measured. The concentrations of free hydrochloric acid, and of 
total acid (including hydrochloric acid, lactate and acid phosphate) are 
estimated by titration with N/1o sodium hydroxide and suitable indica- 
tors. Pepsin content is not usually estimated. As a general rule, if free 
hydrochloric acid is present, pepsin is only rarely absent. The presence 
of starch (i.e. the gruel meal), bile pigment and blood, is noted in 
each sample. 

Histamine test meal.—_When no hydrochloric acid is produced in response 
to a gruel meal, histamine, 0.5 mg., should be given subcutaneously. Samples 
of gastric juice should then be aspirated every fifteen minutes for two hours. 
About half the cases which appear achlorhydric following the gruel meal 
secrete free hydrochloric acid after histamine. (The normal rise of free 
acid after histamine up to a concentration of 50 to 100 ml. N/10 HCI is 
often found.) It is therefore good practice to proceed with the histamine 
test meal after the first hour of an ordinary gruel test meal, or alternatively 
to give the fasting patient 50 to 100 ml. of 7 per cent. alcohol coloured with 
methylene blue followed by the histamine injection. The alcohol ensures 
that there is fluid present in the stomach to aspirate, and the methylene 
blue gives some indication of the time of emptying of the stomach (as does 
the starch in the gruel meal). The stomach responds more rapidly to 
alcohol, and also empties sooner than when gruel is given. 

Augmented histamine test meal.—The effects of revulsion in the patient, 
resulting in a temporary achlorhydria, can be overcome by giving 100 mg. 
of mepyramine maleate to the patient, followed after thirty minutes by 
0.04 mg. of histamine acid phosphate subcutaneously per kg. body weight. 
The antihistamine prevents the toxic effects of such a large dose of histamine 
(e. g. headache). Gastric aspirations of samples are made quarter-hourly for 
three-quarters of an hour. 


INTERPRETATION OF RESULTS 
(a) FASTING JUICE 
Volume.—The specimen is abnormal if the volume is greater than 100 to 
200 ml. The presence of lactic acid indicates stasis, low hydrochloric acid 
concentration, and fermentation. There may also be evidence of previous 
meals: e.g. tomato skins, raisins. 

Blood.—A little fresh blood may be present in the fasting specimen due 
to passage of the tube. Otherwise, a larger quantity, which may be reddish- 
brown, suggests gastric bleeding, if bleeding from the nose, mouth or gums 
can be excluded. Gastric bleeding occurs in: (1) simple gastritis, (2) benign 
gastric ulcer, (3) gastric carcinoma. 

Mucus.—The presence of much mucus, if the swallowing of saliva can be 
excluded, suggests gastritis or carcinoma. 
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(b) SUBSEQUENT SAMPLES 

Acid.—The free acid curve rises from less than 30 ml.N/1o HCl to a 
maximum of 15 to 45 ml. N/1o HCl at 1 to 1} hours. The total acid con- 
centration rises parallel to'the free acid curve, but with a titration figure about 
10 ml. N/10 HC! greater (i.e. free hydrochloric acid plus hydrochloric acid 
combined with protein, meal and mucus). 

Achlorhydria occurs in: (1) normal people in whom the procedure 
produces severe nausea; (2) gastritis; (3) gastric carcinoma (some cases); 
(4) severe debility in disease: e.g. advanced tuberculosis, apna disease ; 
(5) women suffering from iron-deficiency anemia (some cases); (6) many 
relatives of patients suffering from pernicious anemia (Addisonian megalo- 
blastic anzmia); (7) many otherwise normal old people. 

Hyperchlorhydria, in which the maximum titration peak rises above 45 ml. 
N/10 HCl, occurs in about 70 per cent. of duodenal ulcer cases. Pyloric 
spasm prevents emptying of the stomach and the residual volume is ex- 
cessive. 

Presence of starch.—Presence of starch (i.e. porridge meal) indicates 
incomplete emptying of the stomach. The stomach is usually empty by 
1 to 2 hours. Frequently bile regurgitation occurs with obvious pigmentation 
of aspirated samples and a very marked fall in the acid titration figure. 


rUBELESS TEST MEALS 
Quinine bound to a resin is given by mouth, and subsequently the amount of 
quinine appearing in the urine, which has been liberated from the resin by 


the action of the gastric hydrochloric acid, is estimated. The test is useful for 
screening purposes but some patients, who in fact secrete free gastric 
hydrochloric acid, appear to be achlorhydric by this method. 


GASTRIC CYTOLOGY 
After simple saline gastric lavage, Schade has been able to diagnose many 
cases of gastric carcinoma, following examination of the desquamated cells 
in the washings. False-positive results may be obtained when there is 
simple regeneration of gastric epithelium, and false-negative results are 
obtained from inadequate washings. This method, however, shows great 
promise. 

INSULIN TEST MEAL 
Hypoglycemia induced by insulin administration causes central vagal 
stimulation resulting in gastric secretion. If vagotomy for peptic ulcer relief 
is successful, achlorhydria is found after insulin-induced hypoglycemia. 





REVISION CORNER 
DYSPAREUNIA 


DyYSPAREUNIA, the condition of painful or difficult sexual intercourse, is not 
a very common symptom in either private or hospital practice, but, when 
it does occur, it may give rise to profound marital stress as well as to a 
childless marriage. 
THE HISTORY 

When consulted about the condition, the practitioner must take a careful 
history, and interview not only the patient but also her husband. The 
interview with the latter may reveal certain details which have been with- 
held or distorted by the wife. 

In treating a patient with dyspareunia it is absolutely essential to obtain 
her confidence. ‘These women are anxious and fearful, and often have 
deferred the visit to the doctor because they are frightened of being hurt 
either physically by the necessary local examination or psychologically by a 
perhaps somewhat casual approach on the part of the doctor. 

The first consideration is to make sure that penetration has actually taken 
place. If not, this may be due merely to ignorance on the part of both 
partners in the performance of the sexual act and an instructive talk to them 
should put matters right. A simple description of the female parts con- 
cerned and their relationship to the deeper pelvic organs should be given 
first. After this the sexual act itself should be explained, pointing out that 


in most cases the best position of approach for the wife is the dorsal one 
with her legs separated and knees slightly flexed. A simple lubricant on the 
penis will be helpful in easing penetration. 

It must be stated here that impotence, inability to maintain erection and 
premature ejaculation on the part of the husband are not in themselves 
causes of dyspareunia and therefore will not be discussed in this article. 


CAUSATION 

In every case of dyspareunia a careful examination of both partners must be 
carried out during which anatomical abnormalities causing failure of pene- 
tration may be found. These can be summarized as follows :— 

(1) Maldevelopment of the vulva and vagina, including the presence of 
septa 

(2) Thick or fibrous hymen 

(3) Congenital elongation of the cervix 

(4) Disproportion between the size of the penis and vagina 

If penetration has occurred, the cause of the dyspareunia may lie either 
in local lesions at the vaginal introitus or deep-seated troubles within the 
pelvis. Finally there is that most intractable condition of vaginismus. 

The local lesions usually found at the introitus are inflamed cracks and 
abrasions, inflamed hymeneal tags, Bartholinitis and vulvo-vaginitis due to a 
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variety of infections including those of monilia and trichomonas. A tender 
perineal scar after episiotomy or other operation, or too tight and complete 
a perineal repair, may preclude intercourse. Senile and degenerative con- 
ditions, such as kraurosis and leukoplakia, or a tender urethral caruncle 
may also prevent coitus, and painful anal conditions such as fissure and piles 


may be blameworthy. 

Deep-seated dyspareunia may be caused by tender prolapsed ovaries, 
ovarian tumours and cysts in the pouch of Douglas, a retroverted uterus 
fixed in malposition by adhesions, or endometriosis alone or in conjunction 
with any of these. A chronically infected cervix may give rise to much 
pain during intercourse and even constipation with a loaded rectum is a 
possible cause of dyspareunia. All cases of dyspareunia require a careful 
local examination in a good light, otherwise small cracks may be easily 
overlooked. 

VAGINISMUS 
Vaginismus is a protective spasm of the muscles of the pelvic floor. It may 
even spread to the muscles of the thighs which become tightly adducted, 
or to the muscles of the back causing the buttocks to be raised and the 
back arched in hyperextension. Sometimes this spasm has resulted from the 
pain of some local lesion, but it can occur quite apart from any such lesion 
or indeed any discoverable local cause, and may be due to excessive appre- 
hension, fear of pregnancy, aversion to the husband, or a deep-seated psycho- 
neurosis. Occasionally so severe a spasm is set up by attempted digital 
examination—even before the tip of the finger has entered the introitus— 
that an examination under anzsthesia becomes necessary, in order to 
exclude a local lesion. 

TREATMENT 
The local treatment of dyspareunia may be medical or surgical, and aims at 
radical, not symptomatic, cure. 

A thick or fibrous hymen should be excised under general anzsthesia 
and the vaginal orifice thoroughly stretched digitally. Cracks, tight scars 
and congenital or acquired septa should also be excised. 

An acute Bartholin abscess must be incised and drained, but a chronic 
recurrent abscess should be excised. Monilial, trichomonal and various 
bacterial infections of the vagina all require their own specific medicated 
pessaries, creams, tablets or vaginal cleansing and painting; in all cases the 
patient must be taught the importance of hygiene of these parts in order to 
avert further trouble. 

Sometimes the tightness or narrowness of the vagina may be successfully 
overcome by the patient herself using graduated glass dilators. It is nearly 
always possible to teach her to do this, and it is a method of special value 
in some cases of vaginismus. She acquires more and more self-confidence 
with each successive dilator. It is helpful in these cases to apply a small 
amount of local anzsthetic ointment, 10 per cent. cocaine or similar pre- 
paration, around the introitus about five minutes before inserting the dilator 
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which is most readily done with the knees flexed and the abdominal muscles 
straining downwards. When the dilator is fully inserted the legs should be 
straightened and adducted to hold the dilator in position for about ten 
minutes or so night and morning. 

When a local cause cannot be found to account for a superadded vaginis- 
mus, one must delve into possible psychiatric causes underlying it, and 
indeed a number of delicate or difficult cases must be referred to a 
psychiatrist. 

For the deep-seated type of dyspareunia due to intra-pelvic lesions no 
relief can be expected apart from operation. Adherent tubes and ovaries 
resulting from either chronic inflammation or endometriosis will need 
removal, and a fixed retroversion will have to be freed and brought into 
normal position by a suspension operation. 

A chronically infected cervix will require treatment either by electro- 
cautery, diathermy or by some surgical procedure such as trachelorrhaphy 
or amputation. Whatever treatment has been carried out, the patient must 
always be re-examined before allowing her to attempt coitus. All scars must 
be supple and painless and a thorough digital and speculum investigation 
should be done to make sure that the appearance of the affected parts is 
normal, and that firm and sustained pressure at the introitus and within the 
vagina is painless. 

CONCLUSION 

It cannot be too strongly emphasized that the doctor must be prepared to 
‘go slow’ with such a patient, taking time by listening attentively to her 
symptoms and giving encouragement and praise for every effort on her 
part to cooperate. It is a most satisfying achievement to convert a fearful 
tense woman into a relaxed person who talks freely about her symptoms 
and who is able to enjoy the normal sex act completely free from pain and 
difficulty, and who, in many instances, returns to her doctor to report that a 

pregnancy has resulted from the advice and treatment. 
M. E. LANDAU, M.D., F.R.C.S. 
Senior Surgeon, Elizabeth Garrett Anderson Hospital. 


THE IMPORTANCE OF VERTEBRAL OSTEOCHONDRITIS 


OsTEOCHONDRITIS of the spine is not a mere radiograph, of academic interest 
only, but a disease which is fairly common, with variable symptoms, and 
one which must be considered in elucidating the cause of various odd aches 
and pains in childhood. In addition it is a major cause of backache in young 
adults. 
PATHOLOGY 

Softening occurs in the cartilaginous plates covering the ends of the vertebral 
bodies, allowing the disc to protrude into the spongy bone. If this occurs 
anteriorly the result is an irregular notch which may separate the apophysial 
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ring. If the protrusion is central, sclerosis will occur around it in the course 
of years. If of sufficient size this will show in a radiograph as a Schmorl’s 
node. Few vertebra may be affected or many, and the changes may be slight 
or severe. They are seen most commonly between the ages of seven and 
fifteen, and may follow a period of rapid growth. 


SYMPTOMS AND SIGNS 
Symptoms.—These are variable. Many cases pass through the active phase 
without symptoms. Of these a few will be diagnosed at school inspections 
because of altered posture, and many are seen in later life suffering from 
the results of this condition. Others complain of pain, either in the back or 
referred to a more distant part. Not uncommonly the onset of symptoms 
follows an injury. 

The cases with referred pain are important, and the diagnosis will be 
missed unless a proper examination is carried out. Pain may be referred to 
the posterior iliac crest, buttock, thigh, leg, hip, knee, or chest wall. Pain 
in the hip is sometimes associated with limited movement. Pain in the knee 
can be misleading but is not uncommon. 

Signs.—These may be summarized as follows:— 

Altered curves.—In the dorsal region a rounded kyphosis, in the lumbar 
region an absent lordosis. The whole spine may be straight without lumbar 
lordosis or dorsal kyphosis. A scoliosis, often of the sciatic type, may be 
present. Flexion of the spine is usually limited, and the child cannot touc 
his toes. Straight leg raising is usually limited. 

Reversed curve kneeling.—A normal child can hollow his back when on 
his hands and knees. In the active phase of osteochondritis, however, a 
slight lumbar kyphosis usually remains when the patient adopts this position. 


RESULTS OF VERTEBRAL OSTEOCHONDRITIS IN ADULTS 
The rounded kyphosis in the dorsal region is well known. The results, 
if the lower dorsal and lumbar region have been affected, are less well 
known, but more important. Such cases are seen in young adults of either 
sex. In the 19-36-year-old age-group, well over half the patients who 
complain of backache show past evidence of osteochondritis. 

The typical case is best described as the straight back type, the back being 
quite straight in the lateral view. More rarely, and found in the more severe 
cases, the whole spine exhibits one slight kyphosis. Many cases, however, 
retain the normal curves, but a slight scoliosis is often present. The diagnosis 
is confirmed by the presence of a Schmorl’s node or altered shape of the 
vertebra in a radiograph. These backs are less elastic than normal because 
the discs that have protruded into the spongiosa have lost some of their 
elasticity. In the straight back type, a further factor tending to loss of 
elasticity is that the spine is straight instead of the normal S-curve, and 
so lacking spring action. This means that in the usual stumping gait in 
heeled shoes, the jar of the heel hitting the ground goes straight up the spine. 
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In not a few of the older patients labelled osteoarthritis of the spine, a 
careful examination of the radiograph will reveal past evidence of osteo- 
chondritis, thus suggesting that this disease is one of the causes of extra 
wear and tear in the spine. 


TREATMENT 
It is important to treat these cases in childhood, in order to diminish 
some of the troubles in later life. As yet we cannot treat the error of growth 
leading to softening of the cartilaginous plates, so must be content with 
protecting the vertebral bodies from further damage. Treatment must 
depend upon the severity of the disease, and is classified into three grades. 

Grade 1.—This includes those with only slight symptoms, slight limita- 
tion of straight leg raising, no scoliosis, and minimal x-ray changes. These 
patients must avoid strain, especially flexed. This means no flexion exercises 
in P.T. or the gymnasium, and they must not play rugger in the scrum. 

In addition, they have a course of three sets of exercises: 

(a) Lying on their back, they arch it so that they lie on the back of the 
head and the buttocks. This they must be trained to do before they get 
out of bed in the mornings. (All animals stretch when they wake.) 

(b) Rising up on their toes, they stretch the head and shoulders well back. 
This they must always do after sitting, and so get the spine into a position 
of balance before starting to walk. 

(c) They are taught to walk properly: that is, rising up on the toes of the 
carrying leg as the after-coming leg comes forward. _ 

Grade 2.—This includes those with rather more signs or x-ray changes. 
They are treated in the same way, but have extra rest, lying with a pillow 
under the lumbar region, instead of playing games. 

Grade 3.—This includes the more severe cases, with marked x-ray 
changes, or sciatic scoliosis. They are treated in a plaster of Paris jacket 
for a full three months. This must be put on with the spine in extension. 
They do the extension and walking exercises in the jacket, and continue 
these when it has been removed. 

Treatment in adults.—The rationale of treatment is that we are trying to 
treat a slightly stiff back with imperfect bearings, which therefore requires 
extra maintenance. All animals carry out a pretty thorough maintenance of 
the moving parts by stretching frequently. These patients must learn to do 
the same. They are therefore taught the two extension exercises described, 
with, in addition, relaxed extension if this movement is limited. Following 
this they work up through gravity free flexion to full flexion. 

A surgical belt plays no part in the treatment of these cases, and is 
harmful in that it discourages full extension. 


W. H. GERVIs, M.B., F.R.C.S. 


Orthopedic Surgeon, Kent and Sussex Hospital, Tunbridge Wells ; 
West Kent Hospital, Maidstone; Queen Victoria Hospital, East Grinstead. 
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Oral Contraception 
QUERY. 


from abroad for a few weeks, is anxious to use 
‘enavid’ to suppress ovulation, but naturally 
wonders if it could be used with certainty to 
prevent conception. She would require a fairly 
guaranteed result, and knowing her circum- 
I would agree 


A nurse, whose husband is due home 


stances, 
Repty. 
(p. 160), the evidence indicates that 5 mg. a 
day, taken from the fifth day of the cycle for 
20 days, is an effective regime. The tablets are 
then omitted and resumed eight later, 
whether the period has started (which it usually 
will have done) or finished, for 20 days and so 
on. A proportion of women (10 to 15 per cent.) 
show side-reactions, such as nausea, vomiting, 
headaches, and dizziness, which often disappear 
after a few days, especially if the tablets are 
taken at night with a little milk. Menstrual 
such as spotting 


As reported elsewhere in this issue 


days 


irregularities may also occur 
but these usually disappear after one or two 
cycles. If menstrual bleeding (other than slight 
staining) occurs while the tablets are still being 
taken, they should be stopped for five days and 
then a new 20-day course should be resumed 


G. I. M. SwyYer, D.M., M.R.C.P. 


Delaying Menstruation 


Query.—I have a patient, aged 21, who is to be 
married early in October. Her periods normally 
last five days and occur every five weeks, with 
occasionally an interval of six weeks. If the 
pattern is regular she should have a period on 
September 28. In order to postpone menstrua- 
tion over the wedding, am I right in advising 
her to take stilbeestrol or ethinyleestradiol, 
starting with the period at the end of August? 


Rep.ty.—Any attempt to delay menstruation for 
a social event is an uncertain business and there 
is always the danger that it may lead to a flooding 
on the crucial date. The usual method is to 
take ethinyleestradiol, 0.05 mg. three times a 
day, from the fifteenth day of the cycle until the 
event is over. It is claimed that the new pre- 
paration, norethynodrel, combined with ethinyl- 
estradiol (‘enavid’) 10 mg. daily, from the 
fifteenth day is more effective. Both these sub- 
stances may produce nausea 

In the case mentioned it would seem safer 
to take the chance that the period will come on 
the earlier date than risk the possibility of 
nausea and a flooding on the day of the 
marriage. 


W. R. WINTERTON, F.R.C.S., F.R.C.O.G. 


Chronic Paronychia 


Query.—I have a patient (a doctor’s wife aged 
40) with chronic paronychia of most fingers and 
also of both thumbs. The condition has per- 
sisted for many years. About five years ago the 
condition subsided after daily treatments for at 


least six months with either of the following:— 
Liquefied phenol B.P (1.6 ml.) 
eak solution of iodine 
B.P 120 p 
Camphor spirit B.P.¢ to 1 fluid ounce 


25 mimms 


(8 ml.) 
(28.5 ml.) 


(1.6 ml.) 
(1.6 g.) 
(3 g.) 


Liquefied phenol B.P 
Salicylic acid B.P.¢ 
Mercuric chloride B.P.C 
Industrial methylated 
spirit B.P.¢ to I ounce 


25 minims 
25 grains 
2 drachms 


(28.5 g.) 


For the past six months, however, the condi- 
tion has been active again with occasional dis- 
charges of pus. Swabs have shown either E. coli 
or Staph. albus, and there has been no response 
to daily treatment. Also antibiotics when used 
for other conditions have made no improvement. 
No antibiotic has directly been given for the 
paronychia. X-ray treatment was used about 
seven years ago. Gloves are used for daily work 
in the house and at the sink. 

The patient is anxious to know if there is any 
advancement in treatment of this condition and 
if there is any point in consulting a dermatologist. 
I should be grateful for your advice in this 
matter. 


Rep_y.—This is a very common and trouble- 
some condition. It is much more common in 
women than men, and particularly in those who 
have some impairment of peripheral circulation. 
Various organisms, particularly Candida albi- 
cans, are present in the nail-folds, and Marten 
has shown that the organisms present in the 
nail-fold are probably acquired from the gastro- 
intestinal tract. 

The methods of treatment given in the query 
are those usually adopted and in my hands have 
been singularly ineffective. For several years I 
have been treating patients successfully with a 
very simple method which, I believe, is effective 
because it deals with the basic cause of the 
condition. I believe that the fundamental cause 
is loss of the cuticle. The cuticle acts as a seal 
between the edge of the nail-fold and the nail, 
and if the cuticle is destroyed the space between 
nail-fold and nail can be invaded by these 
various organisms. The cuticle is destroyed 
much more commonly in women than in men 
because of more frequent contact with kerato- 
lytic and similar household cleansing agents and 
with the traumatic practices of manicure. Once 
the nail-fold is invaded with infection, the 
organisms live happily in the dark warm depths 
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and regrowth of cuticle is prevented. Cure will 
not take place until a new cuticle has grown. The 
difficulty in treatment is to kill the infection and 
to keep water out of the nail-fold. This is 
achieved by the use of various antiseptic oint- 
ments; these should be worked well into the 
affected nail-folds several times a day and par- 
ticularly before the hands are going to be in 
water, the ointment acting as a barrier cream. 
The ointments I use are those containing 
chlorhydroxyquinolines: either ‘vioform’ or 
‘quinolor’. These are effective but stain the 
nails brown; if Candida predominates, nystatin 
cream works well. The secret of success is 
regularity of application and continuing the 
treatment until the cuticle has completely 
regrown. 
I have now treated many cases on these lines 
and have not yet had a failure. 
H. R. VICKERS, V.R.D., M.D., F.R.C.P. 


Cyanocobalamin in Post-Herpetic 
Neuralgia 


Query.—The use of crude liver extract or of 
cyanocobalamin has long been advised by some 
authorities in the treatment of herpes simplex 
and of the complication of post-herpetic pain, 
particularly in the aged and perhaps arterio- 
sclerotic patient. What is the present view on 
the efficacy of this treatment? 
REPLY. 
specific value in subacute combined degenera- 
tion, repeated claims have been made for the 
efficacy of liver extracts and cyanocobalamin in 
the empirical treatment of many neurological 
disorders, of which post-herpetic neuralgia ‘ 
one. In this, as in most such instances, the 
therapy lacks any rational basis, and claims 
made for it are based on isolated and entirely 
uncontrolled have found the 
injection of liver extract to be without effect in 
several cases of established post-herpetic pain, 
and the method is in all probability worthless 
except for its possible suggestive value. 
HENRY MILLER, M.D., F.R.C.P., 


Since the demonstration of their 


observations. | 


D.P.M. 


‘Durabolin’ in Carcinoma of 
the Breast 


I have a patient who four years ago 
was diagnosed as from advanced 
Hodgkin’s disease affecting the mediastinal 
glands. A course of deep x-ray therapy was 
given and the disease has remained quiescent, 
though the lung is greatly scarred and the 
patient has a moderate degree of dyspncea. 
Four months ago a lump was removed from her 
right breast, both breasts having been fibro- 
adenotic for many years. Section showed this 


QUERY. 


suffering 
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lump to be a scirrhous carcinoma. I have been 
treating my patient with ‘durabolin’, 25 mg. 
weekly by intramuscular injection. The breast 
condition remains static but the: patient feels 
better. 

Could you please advise me for how long 
these injections should be continued, and 
whether any other form of treatment is in- 
dicated? 

Repty.—The se of ‘durabolin’ in the treat- 
ment of carcinoma of the breast is still in an 
early phase and sufficient patients have not yet 
been treated over varying periods to be able to 
lay down any definite rules as to the optimal 
duration of treatment. ‘Durabolin’, which is 
a synthetic androgen (19-Norandrostenolone 
phenylpropionate), probably behaves in a 
similar fashion to testosterone and on this 
analogy it is advisable to continue weekly intra- 
muscular treatment so long as it is thought to 
be having beneficial effect. Raven (‘Cancer’, 
London, vol. 6, p. 302) who has been treat- 
ing a number of cases of carcinoma of the 
breast with ‘durabolin’, has noted a useful 
response to treatment and states that it is not 
yet possible to report the long-term effects. 

P. E. THomMpson HANCOCK, F.R.C.P. 


Sensitivity to Horse Dander 

Query.—An otherwise healthy female patient 
of mine in her late thirties has a marked allergy 
to horse hair. Her husband and children are 
keen riders and want to purchase a pony. Even 
the horsehair on the family’s riding clothes can 
provoke distressing asthmatic attacks, and my 
patient is anxious to have a course of desensitiz- 
ing injections, as she feels her disability is 
interfering with her family’s happiness. She is 
troubled with mild hay fever during the season; 
this is controlled with antihistamines. 

What are the prospects of cure by desensitiza- 
tion, and should further tests be done to exclude 
the possibility of any other less obvious allergens 
playing a part? 

REPLY From the data given, it would seem 
that the patient is very sensitive to horse dand- 
ruff, and moderately so to grass pollen. In these 
circumstances, the indication would seem clear 
for a course of specific desensitization with the 
two allergens concerned. As, however, one of 
the first principles of desensitization therapy is 
that the specific diagnosis must be accurately 
established before treatment is started, it would 
be advisable to confirm the provisional specific 
diagnosis by a fuller case history and by the 
results of skin testing, in case other allergens are 
also involved and might have to be considered 
in therapy. If these confirm the diagnosis, 
desensitization is definitely indicated. In the 
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early stages of the treatment it would be better 
if the patient could avoid contact with horses and 
their riders (and perhaps also with dried horse- 
hair, e.g. in the bed mattress), and suitable 
palliatives might also be necessary until the 
desensitization treatment begins to take full 
effect. With adequate treatment, good or excel- 
lent results may be expected. 
Davip HARLEY, M.D., F.R.1.C 


, . : 
Nocturnal Enuresis 
Query.—What is the best way of dealing with 
enuresis in two brothers aged four and six? 

Where can the equipment be bought or hired 
in which there is an electrical circuit and a bell 
rung when urine comes into contact with it? 
Rep_y.—But for the fact that the six-year-old 
brother still wets the bed, it might be un- 
generous to call the four-year-old an enuretic 
unless his bed is habitually wet. At this age a 
few months commonly make all the difference 
between despair and triumph, through spon- 
taneous maturation of control apart from special 
treatment. A rapid check on management will 
include: 

(a) Testing the urine for sugar, and for ability 
to concentrate. 

(b) Avoiding exhaustion by 
children to bed by 19.00 hours 

(c) Avoiding diuretic evening drinks such as 
cocoa or tea. 

(d) Ensuring if possible a clear nasal airway. 

(e) Ensuring that the bladder is emptied just 
before going to sleep 

(f) Lifting the children to empty the bladder 
again before it is full enough to discharge 
reflexly: this may be at 22.00 hours or earlier 

(g) Ensuring early rising, by 07.00 hours if 
the children have not risen earlier to play. Some 
parents can take the opportunity of shift work 
to pot a child even earlier (if still dry) and let 
him return to bed. 

I have not found the slow-release dexamphet- 
amine preparations useful at this age, owing to 


putting the 


restlessness. 

If, in spite of good management, these boys 
continue to wet their bed most nights, even in 
summer, then the electric buzzer will probably 
accelerate their achievement of mature control 
Many local health authorities now have schemes 
for the loan of buzzer appliances, parents 
contributing the cost of the expendable contact 
pads which form the electrical circuit when 
moistened by urine. Inquiry could be made of 
the medical officer of health or through the 
local clinic. One such model, used by a number 
of health departments, is the ‘Eastleigh’ enuresis 
alarm made by Messrs. N. H. Eastwood, 5 
Farmleigh, Southgate, London, N.14 

Children who do not respond to treatment 
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should be reviewed, against the rare possibility 
of congenital malformation or disease. 
Cepric C. HARVEY, M.D., F.R.C.S.ED. 


Achondroplasia 

Query.—I have a three-year-old patient who 
I think may have achondroplasia. Can you 
advise me: 

(a) Can the condition be confused with any 
other disease? (b) Is there any treatment? (c) 
What is the end-result likely to be, e.g. height, 
mentality. 


Repty.—(a) No. Clinical features are usually 
characteristic, especially the head, and limb 
lengths. Radiological examination shows typical 
changes in thickness and shape of the long bones. 
(b) No. The genetic nature of the condition 
renders it refractory to any exogenous influence. 
(c) (i) Height varies a little—average range 
about 36 to 40 inches (go to 100 cm.). (ii) 
Mentality—good ; intelligent. (iii) Active; strong 
physically. (iv) Sexual maturity normal—even 
somewhat early quite often. School attendance 
normal. Nearly always cheerful persons 
Proressor A. V. NEALE, M.D., F.R.C.P. 


Infra-red Treatment 

Query (from a reader in Tasmania).—-When 
heat from an infra-red lamp is applied to the 
skin, to what depth does the heat penetrate 
through the skin, as I feel that there is more 
psychological than actual value in the lamp? 
Rep_y.—Heat from an infra-red lamp does not 
penetrate the skin deeply. Near infra-red (7,600 
to 30,000 Angstrém units and usually derived 
from a brightly glowing tungsten filament 
source) have 25 per cent. of their rays that 
strike the skin vertically reflected and 50 per 
cent. penetrate to a depth of o.5 mm. In the 
case of far infra-red (50,000 to 150,000 A units 
derived from a dully glowing carborundum 
source), 5 per cent. of the incident rays are 
reflected by the skin and 10 per cent. penetrate 
to a depth of 0.05 mm. Any agency acting by 
virtue of its heating effect only is nowadays held 
in contempt. Modern high-powered thera- 
peutics have caused the old heat lamp to be 
neglected. Nevertheless, in spite of its un- 
impressive penetrating power the infra-red lamp 
has much more than psychological value. 

Local heat to the skin causes an increase in 
local cellular activity, dilatation of the super- 
ficial blood vessels and an increase in the per- 
meability of their walls. There is also a marked 
increase in glandular secretion, an increase in 
the production of antibodies and phagocytosis. 
Harris has shown that the reflex increase in 
blood-flow through a limb resulting from heat- 
ing from an infra-red lamp to the body generally 
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is not uniform throughout the limb, for while 
there is a great increase in cutaneous blood-flow, 
deeper vessels were found to be constricted. 
There is, in fact, a selective derivation of blood- 
flow through the skin. 

Joun F. BucHAN, M.D., M.R.C.P. 


Fluoridation and Dental Caries 
Query.—Is there any which the 
ordinary householder can fluoridate the water? 


method by 


Repty.—The etfectiveness of fluoridation in 
preventing dental caries depends upon the in- 
gestion of small amounts of suitable fluorine 
compounds regularly, over long periods, from 
the early years of life. Topical application seems 
to be useless. The best practical way of securing 
this regular ingestion appears to be the addition 
of fluorides to public gvater supplies so as to 
bring the fluoride content up to, or slightly 
above, one part per million. On a large scale 
this can be done with great 
accuracy but there is no machine at present 


mechanically 
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available which would do it for the domestic 
water supply of a single house and it is most 
unlikely that such a machine will be produced 
at a reasonable price. Addition of fluorides by 
hand to the domestic water system would pro- 
duce variable concentrations and might be 
alternately dangerous and ineffective. 

It has been suggested that equally good 
results can be obtained if the child takes fluoride 
tablets regularly. This is being tried in several 
countries on large groups of schoolchildren. 
Switzerland four tablets of 0.25 mg. 
calcium fluoride a day, Italy four of 1 mg. a 
day and Yugoslavia two of 0.4 mg. a day. 
None of these trials has yet gone on long 
enough for its results to be assessed, but if the 
tablets are taken regularly this method ought to 
be effective. Provided that the domestic water 
supply has a natural fluoride content of less than 
©.5 part per million, the Swiss dosage is likely 
to be safe. 


gives 


Joun D. KERSHAW, M.D., D.P.H. 


PRACTICAL NOTES 


Chloroquine in Infectious 
Mononucleosis 


A DRAMATIC response to treatment with chlo1o- 
quine phosphate in patients with severe infec- 
tious mononucleosis is reported by L. A. 
Gothberg (Yournal of the American Medical 
Association, May 7, 1960, 173, 53). The patients 
in the first two of the four cases described had 
received ‘fairly large’ doses of salicylates without 
significant antipyretic effect, and the fourth 
case, ‘with anginose manifestations’, had shown 
no observable response to hydrocortisone and 
antibiotics. Chloroquine was used in the first 
case because ‘it thought that, despite 
negative blood smears, the patient may have 
had a reactivation of malaria associated with the 
splenic effects of infectious mononucleosis’. On 
the evening of the third day after his admission 
to hospital (ninth day of the illness), when his 
temperature was still rising to 104° F. (40” C.) 
each day, he was given 0.5 g. of chloroquine at 
22.30 hours and again at 6.00, 12.00 and 18.00 
hours the following day. Dosage was then 
reduced to 0.25 g. for a further three doses at 
intervals of eight hours, making a total dosage 
of 2.75 g. In no case did the total dosage exceed 
5 g. His clinical improvement following the 
initial dose was ‘striking’, with marked allevia- 
tion of al] symptoms within six hours, and he 
remained afebrile and asymptomatic until dis- 
charged. The subjective and objective improve- 
ment in all four of these severely ill patients was 
‘dramatic and and a number of 
ambulant patients was also treated. The lympho- 


was 


sustained’, 


cyte count and morphology were not affected in 
any of the patients treated. The report con- 
cludes: ‘Although the possible modes of action 
of chloroquine phosphate, as outlined here, are 
not entirely understood, further trial of the 
drug is warranted because of (1) the gratifying 
symptomatic relief patients obtained from its 
use and (2) the light that may be shed on the 
mechanism of the 4-aminoquinolines’. 


Isothipendyl Hydrochloride in 


Dermatology 


ISOTHIPENDYL HYDROCHLORIDE is a ‘valuable 
antihistaminic particularly suitable for ambulant 
therapy’, according to J. O’D. Alexander and 
George Harvey (Scottish Medical Journal, April 
1960, 5, 158), who report on two series of cases 
of urticaria, sensitization dermatitis, miscel- 
laneous itching dermatoses, and papular urti- 
caria. In 71% of the first series of 92 patients 
the response was ‘very satisfactory’, and in a 
second double-blind trial series the satisfactory 
response was 72% in 39 cases. The report 
states that isothipendy] ‘has proved in our hands 
to be the most effective remedy yet tried in 
papular urticaria. It has given more consistently 
beneficial results than any other antihistaminic 
or other treatment. A further advantage is that 
its side-effects are few and for the most part 
those that do occur do so with a high daily 
dose . . . The occurrence of a sense of auto- 
matism in two cases at a dose of 72 mg. daily 
suggests that a dose of 48 to 60 mg. daily should 
not be exceeded in ambulant patients’. The 
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optimal dosage is stated to be between 24 and 
48 mg. daily. 


Chlorambucil and Cancer of the 
Ovary 

Tue results of the use of chlorambucil in the 
treatment of 30 patients with advanced cancer 
of the had 
received ‘all possible conventional therapy in 
the form of and radiation’, are 
reported by J. G. Masterson and his colleagues 
(American Journal of Obstetrics and Gynecology, 
May 1960, 79, 1002). Each patient received an 
initial course of 0.2 to 0.4 mg. of chlorambucil 
per kg. body weight daily for four weeks. When 
a favourable response was observed to such a 
as indicated 
by the tumour responses and the tolerance of 
the patient’. An analysis of the results shows 
that 20%, of the had an 
response (i.e. ‘disappearance of all 
tumour, ascites, pleural effusion, and associated 
symptoms’), whilst 27° 


ovary, all of whom previously 


operation 


course, repeat courses were given 


patients excellent’ 


palpable 


o had a ‘good’ response 
(i.e. ‘considerable decrease in the size of the 
tumour and associated major 
symptoms’). A complete blood count and plate- 
let count were done weekly, and this revealed 
that 70% of the patients had depression of the 
white cell count below 1000 per c.mm., and in 
two the platelet count fell below 100,000. In all 
these the blood count returned 
normal following completion of therapy and in, 
none were specific measures required, such as 
blood transfusion, antibiotics or suspension of 
treatment. Apart from ‘occasional mild nausea 
and vomiting’, no other side-effects were en- 
countered. In the opinion of the authors, the 
results were just as good with 0.2 mg. per kg. 
body weight as with 0.4 mg. per kg 


resolution of 


rapidly to 


Nystatin and Angular Cheilitis 
SATISFACTORY results are reported by C. W. 


Shuttleworth and F. J. Gibbs (British Dental 
Journal, May 17, 1960, 108, 354) from the use 
of nystatin cream in the treatment of chronic 
angular cheilitis in seven patients, all of whom 
were middle-aged, with the exception of one 
septuagenarian. All had had the condition for a 
long time—one for as long as nineteen years. 
Two had full dentures in one jaw only, and five 
had full upper and lower dentures. Four con- 
sumed ‘a rather excessive amount of carbo- 
hydrate’, and four ‘carried out a comparatively 
perfunctory system of denture cleaning’. 
Candida albicans (seven strains) were isolated 
from the mouth and the skin at the angles of 
the mouth in all cases, and all seven strains 
were sensitive to nystatin. Each patient was 
given a supply of nystatin cream to apply to the 
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angles of the mouth thrice daily, and instruc- 
tions to soak their dentures in a hypochlorite 
solution for half-an-hour each night. The four 
patients who were taking an excess of carbo- 
hydrate were advised to reduce this as much as 
possible. In all the patients the lesions cleared 
in three to seven days. Two had no recurrence 
five weeks after ceasing to apply the cream. The 
other five found that the lesions tended to recur 
in from seven to ten days but cleared in twenty- 
four hours if the cream was applied at the first 


sign of soreness. 


Griseofulvin in Tinea Capitis 

As a result of their experience with griseofulvin 
in the treatment of 49 patients with tinea capitis, 
V. D. Newcomer and his colleagues (4.M.A. 
Journal of Diseases of Children, May 1960, 99, 
585) conclude that ‘griseofulvin appears to be 
the treatment of choice for all forms of chronic 
tinea capitis’. With the exception of one patient 
aged 45, all the patients in the series were under 
14 years of age, the youngest being 5 months 
old. The causative organism was M. audouini in 
23, M. canis in 15, T. tonsurans in 10, and 
E. floccosum in one. The dosage for all patients 
weighing more than 27.5 kg. was 1 g. daily in 
four divided doses. Patients weighing less than 
27.5 kg. were given 20 mg. per kg. body weight 
daily. Treatment was discontinued when no 
further clinical evidence of the disease was 
discernible. Clinical cure was obtained in from 
three to nine weeks, with the majority showing 
clinical cure in six to eight weeks. The patients 
have been followed for up to three months after 
cessation of therapy without any evidence of 
recurrence. Serial blood counts were performed 
but no serious side-effects were encountered. 
The most commonly observed reaction was a 
‘transitory macular erythematous eruption’. 


Tuberculous Meningitis 

Or 39 patients admitted to a special unit in 
Edinburgh for tuberculous meningitis between 
September 1953 and March 1958, and followed 
up to the end of 1958, 32 (82%) survived, 
according to A. Pines (Tubercle, April 1960, 41, 
117). The follow-up period ranged from one to 
five years from the time of admission to the 
unit. Of the 32 survivors, 29 (91%) are ‘per- 
fectly normal mentally, cope adequately with 
school or other work, as well as their fellows of 
similar age, and are without behaviour or other 
psychological problems’. Of the remaining three 
patients, one, who was blind and deaf on 
admission, has cortical atrophy; one, who had 
convulsions on admission and had intrathecal 
streptomycin for six months, has a mental age 
of 2 years though actually aged 6; the third was 





248 


a mongol from birth and his state is unchanged. 
Three other patients have, respectively, slight 
weakness and deformity of one hand, strabismus, 
and diabetes insipidus. The boy with diabetes 
insipidus, aged 8 years, is leading a normal life, 
his diabetes insipidus being controlled by 4 
units of pitressin every three or four days. None 
of the other 26 patients has residual physical or 
mental abnormalities. Five of the seven deaths 
occurred in the first month of treatment, one in 
the second month, and one during the fourth 
month. Twenty-six of the patients, including 
six of those who died, received intrathecal 
streptomycin. An analysis of the results ‘sug- 
gests that when consciousness is only slightly or 
moderately impaired, intrathecal] streptomycin 
is unnecessary’. It is pointed out that ‘in ad- 
vanced cases the mortality is still very high 
despite the use of corticosteroids, tuberculin 
and surgical measures; early diagnosis remains 
imperative’. 


Pre-anesthetic Medication in 


Children 

“Tue child is not a diminutive adult’, Sheila M. 
Anderson, anzsthetist to The Hospital for Sick 
Children, Great Ormond Street, points out 
(British Journal of Anesthesia, March 1960, 32, 
125), ‘but an immature organism with anatomi- 
cal, physiological and psychological features 
peculiar to his age’. The most satisfactory 
results are therefore obtained from premedica- 
tion ‘when the anzsthetist is aware of these 
differences and rnakes adjustments accordingly’. 
A visit by the anzsthetist, not later than the day 
before operation, is even more important than 
in the case of adults. Children seldom need a 
sedation on the night preceding operation, as 
they usually sleep well. If an older child seems 
apprehensive, a barbiturate or phenothiazine 
drug can be prescribed. No solid food should 
be given for at least four hours preceding the 
induction of anzsthesia, but sips of sweetened 
water can be given up to two hours before 
operation ‘Sweetened orange squash is not 
recommended as it is sickly and tends to en- 
courage vomiting’. Bowel management should 
never include strong and 
washouts are not recommended before rectal 
narcosis. With an operation in the morning, a 
suppository or enema should be given not later 
than the night before. With the exception of the 
newborn, the child’s covering should be as light 
as possible: ‘the child should arrive in the 
anesthetic room cool and comfortable’. As the 
newborn tend to lose heat rapidly, they should 
be wrapped in cotton-wool or gamgee during 
the induction of anzsthesia and throughout the 


purgation, bowel 


operation. 
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Intrasynovial Triamcinolone 

‘INTRASYNOVIAL instillation of triamcinolone 
acetonide accomplished good to _ excellent 
symptomatic improvement in 66 of 67 (98.5%) 
patients with rheumatoid and arthritic dis- 
orders affecting peripheral joints’, according to 
E. D. Hauser (Journal of the American Medical 
Association, June 4, 1960, 173, 487). The results 
were assessed as ‘excellent’ in 37, and ‘good’ in 
29. Triamcinolone acetonide was injected in 
doses of 2.5 to 10 mg., the smaller doses being 
given in burse and hand-joints. The usual 
dose was 5 mg. Seven patients required only one 
injection for ‘symptom control’. In the re- 
mainder, frequency of instillation ranged from 
twice weekly to twice monthly. All patients 
remained ambulant during treatment. Most of 
the 27 patients who had previously had instilla- 
tions of hydrocortisone noted a better response 
to triamcinolone acetonide, and this was 
achieved with considerably lower dosage. The 
benefits noted were a ‘sharp reduction’ in 
stiffness, tenderness and pain, a subsidence of 
swelling, and an increase in joint mobility. ‘No 
evidence of local toxicity and no systemic 
corticosteroid effects occurred... during a 
maximum treatment period of six months’. 


Epistaxis in Children 

‘ALLERGIC rhinitis is a common cause of 
recurrent epistaxis in children’, according to 
L. S. Girsh (4.M.A. Journal of Diseases of 
Children, June 1960, 99, 819). This conclusion is 
based upon the findings in 100 consecutive 
children with known allergic rhinitis, and two 
control groups each consisting of 100 ‘normal’ 
children from other outpatient clinics in St 
Christopher’s Hospital for Children, Phila- 
delphia. For the purpose of this investigation 
‘recurrent epistaxis’ is defined as ‘nasal bleeding 
occurring at least as often as once a month’. 
Individual episodes varied in duration from a 
few minutes to several hours. Recurrent 
epistaxis was present in 55% of the children 
with known allergic rhinitis, and in 9% of each 
of the control groups. Trauma to the nose from 
rubbing, pulling or ‘picking’ was noted in 90% 
of the cases of allergic rhinitis, compared with 
only 8% in the control groups. In the control 
groups, 6 of 18 children with epistaxis had a 
family history of allergy, compared with 33 of 
the 182 children without epistaxis. Among the 
children with allergic rhinitis, the epistaxis was 
often nocturnal, and it is suggested that this 
may have been related to intimate contact with 
allergens such as feather pillows, or 
blankets, to trauma of rubbing against the 
pillow, or to increased venous congestion of the 
nose from the dependent position of the head. 


wool 
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REVIEWS OF BOOKS 


Family Planning. By J. F. Rosrtnson, 
M.B., Cu.B. Edinburgh: E. & S. Living- 
stone Ltd., 1960. Pp. 64. Illustrated. 
Price 3s. 6d. 

Tue need for adequate instruction in contra- 

ception and its intelligent use is stressed in the 

excellent foreword by Professor Sir Andrew 

Claye. He pays tribute to the flair Dr. Robinson 

possesses of being able to describe technical 

This little 

will prove a useful and welcome addition to the 

literature on the important family 
planning. The author writes simply and sym- 


matters in simple language volume 


subject of 
pathetically, using diagrams wheré necessary to 


the text. His seven chapters deal with 
importance of 


clarify 
“The 


marital 


family planning’, ‘Pre- 


consultation’, “The anatomy of the 
“The 


of ovum’, The safe 


female organs’, menstrual cycle and 
fertilization 
‘Contraceptive methods’, and 
harmful’. The 


certain to want information on new techniques 


period’, 
Is contraception 
interested reader in 1960 is 
of contraception by hormone therapy and there 


Brief 


controversial procedures such as the use of the 


is no mention of these reference to 
Grafenberg ring would help to complete the 
list of contraceptive methods summarized on 
page 36. Their possible place in helping the 
difficult with 
advantage both to the lay 
working in family 


Apart from these two minor criticisms the 


yaTien cou re aiscussec 
patient ld | 1 i 
reader and to those 
planning clinics 


book can be warmly recommended 


Ophthalmology. By 
Patrick D. TREVOR-ROPER, M.D., F.R.C.S., 
p.O.M.S. Oxford: Blackwell Scientific 
Pp. 94. Illustrated. 


Lecture Notes on 


Publications, 1960. 
Price 125. 6d. 

AN admirable little guide for tl 

student, making no pretensions to con 


medical 


1 
pieteness 


] + 


or to catering for others. It lays no claim to 


novelty in matter, but in manner it strikes a 


welcome new line, approaching the subject in 


purely clinical fashion with a profusely illus- 


trated text, avoiding morphological and patho- 
categories: as the author says, in the 
| 
i 


logical 


manner in which the student will meet the 


conditions described. This is shown by some of 
his chapter titles: “The painful red eye’, and 
‘Gradual loss of sight in quiet eyes’. 

The book is clearly written, beautifully 
illustrated, admirably 
indexed, and fairly 
instanced by the fact that the 
treatment of blepharitis includes 
the scalp. In describing instruments for general 


produced, adequately 


priced. Its practicality is 
description ot 


attention to 


examination, the author rightly simplifies the 
matter but does not mention how to obtain ‘a 
good light’; all that is required is a condensing 
lens. A student could be forgiven for being 
mystified by the statement (p. 36) ‘1-2 
nitrate should be instilled in the eye of every 
although nowadays this can 
One takes exception to a 
66) does 


silver 
new-born baby, 
safely be omitted’ 
point or two: retinitis pigmentosa (p 
not start with a peripheral field loss, and the 
visual 25) are never parallel. The 
correction of a few details like this will make 


axes (p 


the second edition of this little manual even 
more valuable than the first 


Textbook of Otolaryngology. By Davin D. 
De WEESE, M.D., and WILLIAM H. 
SAUNDERS, M.D. St. Louis: C. V. Mosby 
Co.; London: Henry Kimpton, 1960. 
Pp. 464. Illustrated. Price 65s. 

Tuis beautifully produced and the 

illustrations are extremely good and 

It has been designed especially for the 


book 18 
most 
useful 
medical student and the general practitioner 
and the authors have certainly been successful 
in their enterprise. The principles of surgical 
treatment for the various conditions are clearly 
described but no great detail is given and this 
is just what is wanted in a book of this size and 
scope. The chapters on the nose and paranasal 
sinuses and on epistaxis are most practical and 
valuable. The section dealing with the ear is 
very good indeed, particularly the chapter on 
the physiology of hearing. Speech disorders are 
well and interestingly described and the need 
for early and correct diagnosis and treatment is 
There is a chapter on the 
glands and their diseases and the account of 
and treatment is 
complete and well done. A most useful feature 


stressed salivary 


their investigation very 
of the book is that each chapter concludes with 
a list of ‘selected readings’; these are up-to-date 
articles dealing with the subjects discussed in 
the chapter and should prove most valuable to 
the reader 

Ihe text is well written and most readable 
For its size it is one of the best books available 
nose and throat diseases, and without 
useful for the general 


on ear, 
doubt 
practitioner. 


most 


Osteochondritis Dissecans. By 1. S. SMILLIE, 
O.B.E., CH.M., F.R.C.S.ED., F.R.F.P.S. Edin- 
burgh: E. & S. Livingstone Ltd., 1960. 
Pp. 221. Illustrated. Price 60s. 

Tuts book will be regarded as the 

contribution in the English language relating to 


classic 
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osteochondritis as it affects joints of the limbs. 
Never before has so much information on the 
subject been gathered together in one volume. 
Much of the work recorded, and the observa- 
tions made, are derived from the author 
himself, and he is to be congratulated most 
warmly. The book is full of original ideas 
relating to etiology, and descriptions of the 
author’s original techniques of surgery. These 
techniques represent quite an advance because 
until recently the surgery of osteochondritis 
was confined to removing loose bodies that had 
exfoliated. This is the book for the ‘avant 
guard’ orthopedic surgeon or his registrar; 
it is excellent 


A Practice of Anesthesia. By W. D. 
WYLIE, M.B., M.R.C.P., F.F.A.R.C.S., and 
H. C. CunHurcHIL_-DAvIpsON, M.D., 
F.F.A.R.C.S. London: Lloyd-Luke (Medi- 
cal Books) Ltd., 1959. Pp. 1056. 
Illustrated. Price £5 5s. 

Tuis is an excellent and comprehensive book. 

Although, on a first reading, it is easy to suspect 

a number of omissions, a closer inspection 

usually finds those omissions repaired. The 

fact that it is often to look under 
several headings to find the answer to a single 
question is, perhaps, the one drawback but it is 
not easy to see how this can be avoided without 
tedious repetition. There is, indeed, remarkably 
little repetition. The arrangement of the 
subjects, under physiological systems and 
pharmacological groups, makes it particularly 
easy reading, especially for those working for an 
examination in anzsthetics. The book is designed 
for practitioners and recent graduates who, 
already acquainted with the elementary practice 
of anesthetics, wish to extend their knowledge 
beyond the undergraduate level on a sure 
foundation; for this purpose it is admirably 


necessary 


suited. 

The only 
advantage, be repaired are addiction to anzs- 
thetic drugs (other than the barbiturates) and a 
method of producing local analgesia for hernia 
operations. 


omissions which might, with 


Anesthesia for Infants and Children. By 


M.D. St. Louis: 
London: Henry 
Illustrated. 


Ropert M. Smitu, 
C. V. Mosby Co.; 
Kimpton, 1959. Pp. 418. 
Price gos. 
Tue author sets out to place greater emphasis 
upon ‘information which anesthetists usually 
lack when called upon to care for infants and 
children. In many instances this concerns 
pathology, pediatrics, or surgery rather than 
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Itisin this that the author has most 
succeeded and there is a mine of valuable 
information in the chapters on anzsthesia for 
various types of surgery, where the reader 
benefits from his wide experience and know- 
ledge, aided by some excellent illustrations. 
The account of fluid therapy and blood replace- 
ment will be found especially valuable. It is on 
the recommended choice of anzsthetic agent 
and technique that there is most likely to be 
dispute, though the author takes care to point 
out the different requirements and reactions of 
children from those of adults. Much greater 
emphasis is placed upon open ether than would 
be accepted in this country. On page 219 
assisted rather than controlled respiration is 
recommended for intrathoracic operations, to 
avoid too great a depth of anesthesia, and re- 
laxants are dismissed for no good reason. 

The premedication preferred is with pento- 
barbitone, morphine and hyoscine and the doses 
of hyoscine are much larger than seem neces- 
sary. On the other hand, the dose of rectal 
thiopentone is halved and may account for the 
author’s lack of success with this method. The 
dose of atropine recommended on page 296 is 
half that given in the table on page 74. The 
insufflation of oxygen, after induction of deep 
open ether anzsthesia for bronchoscopy, seems 
to add an unnecessary hazard. On page 187, 
50 mg. are dissolved in 500 ml. to make a 0.1%, 
solution. These minor defects apart, the text is 
clearly written, though sometimes verbose, and 
the illustrations are generally excellent, though 
line drawings would give a clearer understand- 
ing of much of the apparatus than do the 
photographs. The index would be more valuable 


anesthesia’ 


if more complete. 

This book is strongly recommended to those 
for whom it was planned: the senior post- 
graduate student and the anesthetist who is not 
familiar with the problems of pediatric surgery. 


Essentials of Human Reproduction. Edited 
by JosepH THomas VELARDO. London: 
Oxford University Press, 1959. Pp. 270. 
Illustrated. Price £5 10s. 

Tus well-produced and attractive 

written by a team of experts under the general 

editorship of Dr. Joseph Velardo, gives a most 
admirable and comprehensive account of repro- 
ductive physiology. It does much more; it 
describes very clearly not only normal reproduc- 
tive mechanisms, but also the mechanisms and 
clinical aspects of abnormal pregnancy and of 
gynecological disorders. Moreover two chap- 
ters are devoted to the pathology of the male 
and female reproductive systems. It is well 
written and beautifully illustrated, with an ex- 
tensive bibliography. Each subject and each 


volume, 
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chapter follow one another so clearly that, once 
it is taken up, it makes such fascinating reading 
it is difficult to lay it down. This volume is a 
fund of up-to-date information on the subject 
and will be of value to senior students, general 
practitioners and specialists. All will derive, 
not only pleasure, but a clearer understanding 
of a somewhat difficult subject 
clearly and fully presented in these pages that it 
appears almost simple. 

This new book is an important contribution 
to the study of human reproduction and can be 
recommended with confidence to all interested, 
not only in the basic, but also in the clinical, 
problems of human reproduction. 


a subject so 


The Searching Mind in Medicine. By 
WiiuiaM A. R. THOMSON, M.D. London: 
Museum Press Ltd., 1960. Pp. 187. 
Illustrated. Price 21s. 

Tuts book is 

chapters, each devoted to a topic that is cur- 

rently the subject of medical research. It is 

primarily intended for the lay public but a 

public, as one has come to appreciate these 

days, with considerable scientific knowledge and 
the ability to take a keen and critical interest in 
medical matters. The subjects covered range 
from radiojsotopes, radiation hazards, the bio- 
chemistry of cancer and antibiotics to somato- 
types, the problems of and 
hypnotism. Dr. Thomson always writes clearly ; 
he has an astonishing ability to translate the 
intensely technical into simple language without 
loss of accuracy, and what he says is always 
interesting. The extent of this last quality will 
be understood from the fact that this volume 
was the sole reading taken by the 
reviewer on a six-hour plane flight that passed 
in the twinkling of an eye and left little memory 
of the unending cups of awful coffee and dreary 
biscuits. This also shows that the book is not 
for just the lay public. The 
rather prides himself on knowing what is going 
on in medical research, learnt a Jot, and keenly 


composed of some fourteen 


ageing viruses 


material 


reviewer, who 


recommends this as bedside reading to any 
doctor who wants to be abreast of the times and 
to peep, with the minimum of speculation, into 


the future. 


Florence Nightingale’s Nurses. By Lucy 
SreyMer. London: Pitman Medical Pub- 
lishing Co., Ltd., 1960. Pp. 169. Price 
205. 

‘Tus lovely little book marks the centenary of 

The Nightingale Training School for Nurses 

which opened on July 9, 1860, at St. Thomas’s 

Hospital. The raising of the fund by public 

subscription which made this possible started 


251 


while Florence Nightingale was still battling 
with wounds, filth and officialdom at Scutari 
five years before. She visited the Hospital only 
once, but ruled the Nursing School with the 
eye of an eagle from afar. She kept to first 
principles: quality before quantity, no lay 
control of nursing, the Matron must be supreme, 
the importance of training, more training, and 
yet more training. She interviewed a nurse a day 
for years and read their diaries; her verdicts 
were sometimes terse: Nurse S., green young 
saint; Nurse N., hoyden, vulgar, slangy, so ill 
brought up; Miss B., Lydia Languish; Nurse 
W., useful little body, rather bright and perky. 

Before she died in 1910 ‘Nightingales’ 
were in charge of the nursing in many of the 
great hospitals and infirmaries in the Empire. 
In this little gem of a book you hear the personal 
experiences of the first real nurses in this 
country, you get many a whiff of Victorian 
London and mid-century provincial thought, 
you sense the antagonism—not only male— 
and strife. Behind it all is one woman, made 
sacrosanct by war and, at any rate in the 
public’s mind, surrounded by a ghostly army, 
tenaciously, resolutely, even aggressively found- 
ing a great profession. 


NEW EDITIONS 

Rose and Carless; Manual of Surgery, edited by 
Michael Harmer, M.B., F.R.c.Ss., and Selwyn 
Taylor, D.M., M.CH., F.R.C.S., nineteenth edition 
(Bailliére, Tindall and Cox, 84s.).—A funda- 
mental problem with all civilizations, all insti- 
tutions and all textbooks of surgery, is how to 
combine tradition with progress. ‘Rose and 
Carless’ has solved that problem better than 
one would have thought possible. The book is 
now in one large volume, which contains as 
much as a student can carry in his head or in 
his hand, but it has the familiar appearance of 
the work that has guided generations of sur- 
geons for sixty years, and it includes some of 
the old favourite illustrations, such as the boy 
with congenital syphilis. The contents have 
been almost entirely rewritten, and the result of 
young brains working within a traditional 
framework is a textbook that satisfies all the 
needs of today, and will run for many more 
editions. 


A Manual of Tropical Medicine, edited by G. W. 
Hunter, III, px.p., W. W. Frye, PH.D., M.D., 
and J. Clyde Swartzwelder, pxH.D., third edition 
(W. B. Saunders Co., £5 5s.).—With the aid of 
33 collaborators the editors have produced a 
comprehensive but rather unbalanced textbook. 
If the editors had concentrated on the diseases 
predominantly confined to the tropics, the 
authors would have been able to devote more 
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space to treatment which, in many of the 
chapters, is covered in a very sketchy manner. It 
is difficult to understand why it was considered 
necessary to include tuberculosis, trichomonas 
vaginalis infection, influenza and the adeno- 
virus infections in a book such as this. The in- 
adequacy of advice on treatment is particularly 
well illustrated in the chapter on leprosy. 
Although therefore it is impossible to give un- 
qualified approval to this book, it constitutes a 
useful reference book for the physician practis- 
ing in the tropics. 


A Handbook of Diseases of the Skin, by H. O 
Mackey, F.R.C.S.1., L.R.C.P.1., D.P.H., L.M., 
F.R.1.A.M., sixth edition (C. J. Fallon Ltd., 
8s. 6d.).—That this handy, and 
nicely produced little book has warranted six 
editions since it first appeared in 1952 indicates 
considerable popularity. It has shortcomings, 
but they are largely on the academic side, and its 


inexpensive 


appeal to medical students and general prac- 
titioners can be well understood; its scope is 
remarkably comprehensive, it is easy to read 
and understand, and the advice on therapy and 
management is There is a 
useful formulary, also a chapter on the nursing 
of skin 
extremely good 


generally sound 


diseases, and the illustrations are 


A Synopsis of Fevers and their Treatment, 
revised by James H. Lawson, M.D., D.P.H., 
tenth edition (Lloyd-Luke (Medical Books) 
Ltd., 10s.).—The previous editions of this book 
were published by Virol Ltd., and ten years 
have elapsed since the publication of the last 
edition. This edition has therefore been largely 
rewritten and includes a chapter on tetanus and 
a section on lymphocytic meningitis which has 
come into prominence in the differential diag- 
nosis of poliomyelitis and other virus infections 
It is regretted that infective hepatitis has not 
been included. In the limited space available in 
this pocket-book the author is to be congratu- 
lated on 
what has been retained of the old with careful 
selection of that which is valuable in the new 
This book will value to the 
medical student and to the nurse in providing 
the essentials of the modern outlook on infec- 
tious diseases. 


obtaining a sound balance between 


prove of great 


Handbook for 
and Senior Students, by 
edition (J. & 
This is a book which 


Contraceptive Technique; 1 
Medical Practitioners 

Helena Wright, m.s., 
A. Churchill Ltd., 8s.) 

has already achieved a 
a simple yet comprehensive account of contra- 
ceptive technique. It is intended for medical 
practitioners and senior students and as such 


second 


high reputation as 
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fulfils a real need in medical literature. It gives 
a clear account of the best methods of con- 
traception, the techniques of fitting them and 
alternative methods. Many practitioners, who 
do not themselves feei sufficiently experienced 
to offer advice to their patients, will be glad of 
the guidance given in this book, not only on 
choice of method but also as to where the best 
advice may be obtained. Senior medical students 
should also find this book useful as instruction 
in contraception is at present given only in a 
few medical schools. 


Clinical Management of Behaviour Disorders in 
Children, by Harry Bakwin, M.p., and Ruth 
Morris Bakwin, M.D., in edition 
(W. B. Saunders Co., 77s.) presents a survey of 
behaviour disorders of children from the point 
of view of the American pediatrician, who 1s 
much less hospital bound, visits the homes of 
his patient more often and is more often the 
slave of his patients’ parents than his British 
counterpart. The book discusses most of the 
common behaviour disorders of childhood in a 
sound but somewhat superficial and unexciting 
manner. There are copious references to the 
literature which have not all been thoroughly 
digested or integrated into the text. The volume 
is beautifully produced and printed. 


its second 


Clinical Disorders of Hydration and Acid-Base 
Equilibrium, by Louis G. Welt, M.D., in its 
second edition (J. & A. Churchill Ltd., 50s.) 
will be welcomed by all those who appreciated 
the unique nature of the first edition five years 
ago. Without doubt this is one of the most 
readable volumes of this aspect of medicine. 
Unlike some of its competitors it does violence 
neither to the fundamental aspects of physiology 
nor to sensible clinical practice. The author 
succeeds in marrying the two together in a 
manner which belies the views of extremists on 
both sides who regard their particular favourite 
pure to come into such 
conubial contact. The new edition contains the 
useful addition of a separate chapter on the 
particular problems of children and infancy. 


as being too close 





The contents of the September issue, which will contain 
a symposium on ‘Gynaecology,’ will be found on page 


A 118 at the end of the advertisement section. 





Notes and Preparations see page 253. 
Notes from the Continent see page 257. 
Fifty Years Ago see page 259. 

Motoring Notes see page A 85. 

Travel Notes see page A 89. 

Bridge Notes see page A 93. 























tersavid [ggelge)teta 


1-benzy!-2-pivaloy! hydrazine hydrochloride 


Often highly effective and successful. 
Side effects few. In many patients 
Tersavid gives excellent resuits and 
treatment can be maintained with this 
drug. 


‘Tersavid’ is available as 50 mg. tablets 


#% Tersavid and Morpian ore 
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spray 


A convenient aerosol spray—for the treat- 

ment of dermatoses—particularly useful in 

acute, exudative, weeping lesions, or those 
involving extensive hairy and inaccessible 
areas. 

*provides potent topical anti-inflammatory, 
anti-allergic and antipruritic relief. 

*minimal local irritation and less chance 
of local contamination. 

*metabolic studies show electrolyte dis- 
turbance does not occur when Adcortyl- 
A is applied topically. 

“easy to apply, gives broad, even coverage, 
and permits observation of lesions as 
they heal. 

Indications: Atopic dermatitis, contact 

dermatitis, eczematous dermatitis, neuro- 

dermatitis, seborrhoeic dermatitis, insect 
bites, pruritus ani and vulve, lichen 
elmplex chronicus, exfoliative dermatitis, 


stasis dermatitis, nummular eczema, 
sunburn. 

Administration: Apply the spray to the 
affected areas from a distance of 3 to 6 
inches, t.i.d. or q.i.d. A 3-second spray 
(delivering approximately 0.1 mg. of triam- 
cinolone acetonide) covers an area about 
the size of the hand. Cover the eyes when 
using Adcortyl-A Spray on or near the face, 
Supply: Adcortyl-A Spray in 50 Gm. 
containers of 3.3 mg. _ triamcinolone 
acetonide. Basic N.H.S. cost 10/4d. Also 
available — Adcortyl-A Ointment and 
Lotion with or without Graneodin. 


SQUIBB {i} 
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NEW PREPARATIONS 


‘AsMAVAL’ tablets each contain 12 


thalidomide and 20 mg. of ephed: 


chloride and are intended for use as 


preventive measure against attacks 


associated 


including bronchospasm 
respiratory disease’. A particular 
said to be that the sedative actior 
does not cause respiratory depress 
in tubes of 25 and bottles of 100 
(Biochemicals) Ltd., Broadwa 


Broadway, Wimbledon, Londor 
conta 0.5 


‘CortocaPps’ each 


cortisone acetate and 0.5 ot neon 


The 


primarily for the topical treatment 


in a soft paraffin bas« 


ditions but are said to be equall 


use in the external ear and on the sku 
They are in the form of flexible gelatin 


one-dos¢ 


capsules which ‘obviate the risk of cross- 


infection inherent in the use of multi-dose 


containers’. They are contraindicated in virus 


infections and in bacterial infections resistant 
to neomycin. Available as capsules of 250 mg 
in bottles of 12 and 250. (Crookes Laboratories 


Ltd., Park Royal, London, N.W.10.) 


‘FLAGYL’ tablets each contain 200 mg. of metro- 


nidazole and are intended for the systemi 
treatment of Trichomonas vaginalis infections in 
women and in One tablet thrice daily 


for seven days ‘has been found adequate even 


men 


infections 
tablets 
Baker) 


in many long-standing vaginal 
Available in a ‘prescriber unit’ of 21 
(Pharmaceutical (May & 


Ltd., Dagenham, Essex.) 


Specialities 


‘Liprium’ capsules each contain 10 mg. of 
7-chloro-2-methylamino-5-pheny!-3H-1, 4 ben 


hydrochloride, which is 


zodiazapine-4-oxide 
described as ‘the first of a new class of com- 
and 


rapid, safe superior 


pounds producing 
control of emotional troubles’ 


revealed 


Extensive clinical 


trials are said to have no toxicity in 
liver, bone marrow or central nervous system 
Available in bottles of 25 (Roche 
Ltd., Welwyn Hert- 


100 and 500 
City, 


Products Garder 


fordshire.) 
contain 4 mg. of 


‘Merastas’ tablets each 


methylprednisolone, which is said to be approxi- 
effect 


mately equivalent in anti-inflammatory 


to 5 mg. of prednisone or prednisolone. The 
“permit effective oral corticosteroid therapy with 
a reduced risk of side-effects during prolonged 
Same as 
} 


of corticosteroid 


treatment’. Contraindications are th 
those for any other 
therapy. Available in containers of 30 and 100 


form 


(Boots Pure Drug Co. Ltd., Station Street, 


Nottingham.) 


solution contains 50 mg. of 2,3- 
(2- and 3-iodopropylidenedioxy ) propanol in each 


and is intended for the treatment of 


COORGANIDIN 


miullilitre, 


asthma, bronchitis, bronchiectasis, 


sinus drainage in obstructive 


bronchial 
and to promote 

The 
tablets of 30 mg.. It is said to liquefy tenacious 
increase the output of thin respiratory 
and to be suitable for both children 

“The liquid can be employed as an 


sinusitis preparation is also available as 
mucus 
tract fluid 
ind ad ilts 
ingredient of a cough mixture if so desired’ 
Available in dropper bottles of 3° ml. or con- 
tainers of 100 and 250 tablets. (Denver Labora- 


tories Ltd., 12 Carlisle Road, London, N.W.9.) 


SERPASIL-EsipREX K’ tablets each contain 600 


chloride within an enteric 


(‘to prevent gastric irritation and nausea’), 


mg. ot potassium 
coat 
coating containing 0.15 mg. of 
reserpine and 10 mg. of hydrochlorothiazide 
They are intended for the treatment of all kinds 
of hypertension in patients who require a 
potassium supplement. Available in containers 
of 25, 100 and 500 sugar-coated tablets. (CIBA 
Laboratories Ltd., Horsham, Sussex.) 


with an outer 


SULPHAMAGNA’ is a suspension, each 30 ml. of 
which contain 2 g. of attapulgite, 0.2 g. of 
streptomycin base, 2 g. of phthalylsulphathi- 
azole B.P., and o.5 g. of sulphadiazine B.P. It 
is intended for the treatment of diarrhea 
‘regardless of etiology’ and is said to stop the 
diarrheea in under two days in the majority of 
cases. The attapulgite ingredient is said to have 
five times the power of kaolin to remove toxins 
and other irritants, and to be twice as active in 
adsorbing certain bacteria. Available in bottles 
of 4 fluid ounces (113.5 ml.). (John Wyeth & 
Brother Ltd., Clifton House, Euston Road, 
London, N.W.1.) 


TENSIVAL’ tablets each contain 12.5 mg. of 
thalidomide and 12.5 mg. of hydrochlorothiazide 
and are intended for the relief of the physical 
and nervous symptoms associated with the pre- 
menstrual tension syndrome. Side-effects are 
said to be uncommon, making the preparation 
suitable for monthly routine use. Available in 
tubes of 25 and bottles of 100 tablets. (Distillers 
Co. (Biochemicals) Ltd., Broadway House, The 
Broadway, Wimbledon, London, S.W.19.) 
PHARMACEUTICAL NOTES 

G.Laxo LABORATORIES LTD. announce that the 
vaccines are now available in half- 
packs, possessing the same antigenic 


following 


olume 








254 


potency as the full standard dose:—diphtheria 
pertussis prophylactic, whooping-cough vaccine, 
tetanus toxoid, and triple antigen (diphtheria, 
tetanus and whooping-cough vaccine). Each is 
issued in boxes of 3 x 0.5-ml. ampoules or in 
5-ml. vials. (Greenford, Middlesex.) 


IMPERIAL CHEMICAL INDUSTRIES LTD. announce 
that their isothipendyl hydrochloride prepara- 
tion, ‘nilergex’, is now available in an additional 
form for injection, for those patients in whom 
parenteral antihistamine therapy is indicated. 
Issued in boxes of 5 x 1-ml. ampoules, each 
containing 10 rag. (Pharmaceuticals Division, 
Fulshaw Hall, Wilmslow, Cheshire.) 


H. R. Napp Lrp. announce that they have now 
moved to the following address:—Commerce 
Way, Lancing, (telephone number: 
Lancing 4114) 


Sussex 


FILM NEWS 
Arthritis (35 frames) and Pre- and Post-operative 
Care in Cesarean Section (15 frames) are 35-mm 
film strips which may be borrowed free of 
charge for showing to medical and nursing 
audiences, upon application to Reckitt & Sons 
Ltd., Pharmaceutical! Department, Hull, York- 


shire. The film strips are also available for 


purchase at a cost of 42s. and 30s. respectively. 


FORTHCOMING CONFERENCES 

An International Congress on Psychosomatic 
Medicine and Childbirth will be held in Europe 
from September 12 to 15, 1961. The place of 
meeting is not yet definite but the organizers 
are anxious to know as soon as possible the 
names of those who wish to contribute to the 
discussion. Details of the titles selected may be 
obtained upon application to Professor Norman 
Morris, M.D., F.R.c.0.G., Charing Cross Hospital 
Medical School, London, W.C.2 


The Eighth Congress of the European Society of 


Hematology will be held in Vienna from 
August 28 to September 2, 1961. Full details 
may be obtained from the Secretariat, Frank- 
gasse 8, Vienna 9, Austria 


SYMPOSIUM ON ACCIDENT 
MANAGEMENT 

Accident Management and General Practice will 
be the subject of a joint symposium to be held 
by the British Orthopedic Association, the 
College of General Practitioners, and the 
Institute of Accident Surgery, at the Medical 
School, University of Birmingham, during the 
weekend of September 24-25, 1960. Application 
forms and copies of the programme may be 
obtained from Dr. C. M. Green, 8 Albert Road, 
Harborne, Birmingham 17 
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THE MEDICAL DIRECTORY 1961 
Tue Editor of The Medical Directory writes :— 
“The annual schedule, upon the return of which 
the accuracy of The Medical Directory mainly 
depends, has recently been posted to all trace- 
able members of the medical profession, and 
its speedy return would be appreciated. Any 
doctor who has not received the annual schedule, 
or who has mislaid it and would like a duplicate, 
is requested to communicate as soon as possible 
with the Editor, The Medical Directory, 104 
Gloucester Place, London, W.1. The full name 
and year of qualification of the doctor should be 
sent for identification’. 


DISABLED LIVING RESEARCH UNIT 
A DisagLep Living Research Unit, named the 
Mary Marlborough Lodge, has been built in 
the grounds of the Nuffield Orthopedic Centre, 
to study and advise on the problems of daily 
living encountered by the severely disabled at 
home. It is under the direction of Professor J. 
Trueta. There are 12 beds for patients and the 
relatives who may need to accompany them in 
order to learn how to help them. The Unit is 
not intended for long-stay cases. Patients dis- 
abled by poliomyelitis will have priority, but 
others with suitable locomotor disabilities will 
also be accepted irrespective of the specific 
causative disease. The Unit is financed by the 
Oxford Regional Hospital Board who accept 
without regional restriction patients eligible for 
treatment under the National Health Service. 

Inquiries should be addressed to the Warden, 

Miss Wanda Williams, Mary Marlborough 

Lodge, Nuffield Orthopedic Centre, Oxford. 


SOCIAL SECURITY AGREEMENT 

A NEW social security agreement with Switzer- 
land has been ratified and came into force on 
July 1, 1960. This supplements the existing 
agreement which has been in force since June 1, 
1954, and extends that agreement to include 
Jersey. It will enable United Kingdom nationals 
to draw Swiss non-contributory pensions if they 
have lived in Switzerland for 15 years. The 
pensions will be payable from January 1, 1959. 
This supplementary agreement also provides 
that people who are insured for sickness benefit 
in either country may qualify for sickness 
benefit as soon as they become insured in the 
other country. Visitors to Switzerland will not 
receive free medical treatment there by virtue 
of the agreement. 


YELLOW FEVER VACCINATION 
A NUMBER of local health authorities have now 
opened centres where travellers can be vac- 
cinated against yellow fever. It is expected that 


eventually about 40 local health authority 
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PRESCRIPTION 
PACKS 

Ointment \oz. jar 

Powder ot. tin 

HOSPITAL SIZES 

Ointment 8 ox. jar 

Powder 1/1b. tin 


Literature and 
samples on request 








Prescribable on 
E.C.10 


Exempt from 
Purchase Tax 


AERO-PED LTD., 35 BESSBOROUGH PLACE, LONDON, S.W.1! Tels. ViCtoria 0576/8 


Even in 
obstinate cases 


PHENYLMERCURIC NITRATE— 

the active ingredient in Aero-Ped—has 
proved highly effective in the treatment 
of tinea pedis and other fungus infections. 
Rapid therapeutic response is assured 
by its powerful bactericidal and fungi- 
cidal properties which are combined 
with low tissue toxicity. Bacterial de- 
composition of perspiration is inhibited 
and itching and irritation promptly 
allayed. 


FUNGUS INFECTIONS 


AERO-PED... 





“... it has served to procure the maximum 
number of clinical cures in the minimal space 
of time. A very widespread outbreak of 
epidermophytosis in the Durham coalfields 
was speedily controlled and absenteeism on 
account of incapacitating and painful foot rashes 
was reduced to infinitesimal numbers.” 

(Brit. Med. J. (1948) ll, 620) 
for fungus infection 
AERO-PED OINTMENT 
Active constituent 0.05% (w/w) phenylmercuric 
nitrate in a water-miscible emulsion base. 
against re-infection or where dry treatment is 
preferred 
AERO-PED POWDER 
Containing 0.1% (w/w) phenylmercuric nitrate. 











New Zealand: S. A. Smith & Co. Ltd., Auckland 
Australia: The Sheldon Drug Co. Pty. Ltd, 
131-135 Clarence Street, Sydney 
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burns 


infected dermatoses 


leg ulcers 


Spray treatment applies the 
ot Terra-Cortt 


airect 
inflamed area. Its effect i 


mediat 
the action is not retard 
Infection is prevented, inflam: 
scar tissue develo; 
the healing process accelerated 
prevents softening of surrounding 
caused by dressi: gs of 
has a soothing effect much 1 


ent dec 


y patients 


Patients and nurse nd it easy 
and simple to use. Any | 


part of the body 
-an be sprayed in a few seconds. 


Dressings may not be required. Spray treatment 


can be used with modern exposure techniques. a 
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NOTES AND 


centres will be opened, and these will supersede, 
with few exceptions, existing vaccination centres. 
So far as London is concerned, the Hospital 
for Tropical Diseases, the Unilever Centre, and 
the West London Designated Vaccinating 
Centre will continue to provide a vaccination 
service by acting as agents for the London 
County Council. Authorities are entitled to make 
a charge if they so wish. Lists of the centres 
may be obtained from the Ministry of Health 
Savile Row, London, W.1 


PREMATURITY 

AT present, prematurity or conditions associated 
with it account for over 5,500 registered infant 
deaths annually in England and Wales, according 
to the report of the joint sub-committee of the 
standing medical and standing prematurity and 
midwifery advisory committees on prematurity, 
which is summarized in the annual report of the 
Central Health Services Council for 1959 (H.M 
Stationery Office, price 1s. 6d.). To deal with 
this state of affairs, the committee recommends 
that special baby care units should be provided 
only in large and medium-sized maternity 
departments catering for abnormal obstetrics in 
each regional hospital area, and that these hos- 
pitals should always have sufficient antenatal 
beds, as well as emergency beds reserved for 
unbooked cases of labour. These units should be 
under the medical direction of the consultant 
pediatrician, in collaboration with the con- 
sultant obstetrician. 

As nearly 2,500 infants, or about 20% of all 
premature infants born at home, are transferred 
to hospital each year, an arrangement is recom- 
mended whereby al! women who go into labour 
before the 37th week of pregnancy be sent to a 
pre-selected maternity department. In addition 
an emergency resuscitation should be 
established, and improved transport facilities 
be provided, including heated ambulances with 
a heated carrier, and with a nurse proficient in 
premature baby care in attendance 


team 


SCHOOL FOR DEAF SPASTIC 
CHILDREN 
Wuart is described as ‘the first school in the 
world to be specially built and equipped for 
the education of spastic children who are also 
deaf’, was opened last month by Sir Alexander 
Ewing. It forms part of the National Spastic 
Society’s residential school at Tixover Grange, 
near Stamford, Lincolnshire. Whether partially 
or severely deaf, the children will be able to 
hear, through small special receivers worn on 
the clothing, instruction spoken into the teacher's 
microphone and re-radiated through an under- 
floor wire loop encircling each classroom. This 
means that, whether at their desks or moving 
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about, any number of children can receive in- 
struction without wires to impede their move- 
ments. 
BALDNESS 

4s a result of an investigation of various 
vaunted methods of treatment for baldness, 
Consumers’ Association Ltd., in the May issue 
of their journal, Which?, report that ‘various 
marketed preparations appear to be formulated 
on time-honoured but unproven principles’. 
None of those analysed ‘appeared to contain 
harmful ingredients, although continued use 
by men of female hormones might be ques- 
and lead acetate must be used with 
great care’. It is pointed out that ‘preparations 
which claim to treat baldness can be expensive 
and clinics phenomenally so’. At one clinic the 
total cost of treatment for a course of about 
six months’ duration ranges from {£130 7s. to 
£142 5s. The final conclusion is that the 
Association ‘is unable to recommend any of 
the treatments it investigated to male membevs 
who exhibit baldness’. 


tioned 


CONTRACEPTION IN YUGOSLAVIA 
Or 1,156 women seen in the gynzxcology out- 
patient department of the VI Public Health 
Centre in Belgrade in 1959, 357 did not wish 
to have any more children. Of these, 308 used 
The remainder took no pre- 
cautions, ‘not due to ignorance of contracep- 
tives but because intercourse under such con- 
ditions offered them no pleasure’. The most 
commonly used method of contraception was 
coitus interruptus (67.5%). Among the 308 
women practising contraception, there were 832 
abortions: i.e. an average of 2.7 abortions per 
woman. In reporting these observations, Blagoje 
Stambolovié (Srpski Arhiv celok. Lek., 1960, 88, 
193) notes that the diaphragm, ‘although the 
best contraceptive means, does not suit our 
women either psychologically or sexually . 

It is therefore necessary to seek new, and more 
efficient as well as practical means of con- 
traception’. 


contraceptives. 


HEAT AND SPERMATOGENESIS 
FURTHER evidence indicating the adverse effect 
of heat on human spermatogenesis is adduced 
by Akira Wantabe (Kyushu J. med. Sci., 1959, 
10, 101), who has studied in 18 unmarried 
healthy male medical students, aged 21°to 26, 
the effect on spermatogenesis of immersion of 
the scrotum in water at the ‘highest temperature 
possible within the range of toleration’. (43° to 
47 C.). Heating of the scrotum in this way on 
six to twelve consecutive days was followed by a 
steep rise in the sperm count two to three weeks 
later, followed by a ‘precipitous decrease’ in the 
count which persisted for up to nine weeks. 
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This, in turn, was followed by a ‘rather sharp 
rise’ in the count to well above the pretreatment 
level, with a gradual return to the normal level. 
In four of the eight cases, in which the heating 
was given on three consecutive days at four- 
weekly intervals the sperm count was main- 
tained at ‘a very low level’ throughout the nine 
weeks of the experiment. In the remaining four 
cases, heating for three consecutive days was 
necessary at three-week intervals to maintain 
these low levels. In all five cases examined sub- 
sequent to this repeated heating, the sperm count 
ultimately returned to normal levels. 


PUBLICATIONS 

Surgery and the Community, by Sir James 
Learmonth, K.C.V.0., C.B.E., CH.M., F.R.C.S.ED., 
LL.D., is the third Maurice Bloch Lecture, and 
is a perfect example of what an eponymous 
lecture on a scientific subject to a lay audience 
should be. Sir James deals with the scope, aims, 
accomplishments and hopes of surgery in the 
lucid manner and the admirable prose of which 
he is a master. He follows those commendable 
principles that he has taken from Sir George 
Thomson: ‘don’t be too detailed, don’t try to be 
too inclusive, and don’t be sensational’. O si sic 
omnes. (Jackson, Son & Co.’ price 5s.) 


Healthier Babies—Happier Parents. By Henry K. 
Silver, m.p., C. Henry Kempe, M.D., and 
Ruth S. Kempe, M.p.—This attractive volume 
comes in the format of a children’s annual, with 
apt cartoons to ensure that no page is left 
unturned. It is both entertaining and depend- 
able. The authors are evidently parents as well 
as pediatricians of experience. The first half is 
described as a handbook, with sections on the 
mother’s preparation for her baby, the tech- 
niques of mothercraft, normal infant develop- 
ment, habit training, common diseases, im- 
munization, accident prevention, discipline, 
baby-sitters and choice of toys. The second half 
is in ‘question and answer’ form and goes 
through each of the twelve months of the first 
year. This progression means that a young 
mother need not feel overwhelmed by the 
necessity of reading the whole book at the 
outset, though she may look ahead to foresee 
future needs. The wisdom of advice is con- 
sistently sound, as, for instance, ‘Spankings 
are a good method of teaching obedience only 
when they are used as punctuation to the other 
methods’. (Collins, price 8s. 6d.) 


Sexual Impotence in the Male, by Leonard Paul 
Wershub, M.D., F.A.c.s., deals with a problem 
which causes great distress even although it 
may not be associated with any serious de- 
parture from health. Impotence is also a trouble 
which few medica! men are properly equipped 
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to treat, for no instruction is given in hospitals 
on this subject. This is a well-written book but 
the author assigns an undue importance to the 
urological aspects of male impotence and gives 
insufficient space to an account of its many, and 
much more important, psychological factors. 
If the general practitioner has to refer his 
patient to an ‘expert’ it should be to a psycho- 
logist and not a urologist. (Blackwell Scientific 
Publications, price 46s.) 


The Rhythm Way to Family Happiness, by 
John P. Murphy, M.p., and John D. Laux, 
M.E., is a book about contraception by means of 
the ‘safe period’. To avoid offence to the 
Catholic reader for whom it is intended, the 
word ‘contraception’ is not used, the fertile 
days of the menstrual cycle being euphemisti- 
cally termed ‘baby days’, and by inference, all 
other days are sterile. There are 24 pages of 
text, with a clear account of the rhythm 
method, the remaining 176 pages containing 
statistical tables. By means of these it is possible 
to find the fertile and sterile days for all men- 
strual cycles from twenty to forty-three days 
throughout the year. The limitations of the 
method are not frankly discussed, but the writ- 
ing is lucid and persuasive and the book is 
attractively produced. (Staples Press, price 18s.) 


Pregnancy, Birth and Abortion, by Paul H. 
Gebhard, Wardell B. Pomeroy, Clyde E. Martin 
and Cornelia V. Christenson, is a further pub- 
lication from the Institute for Sex Research 
founded by Dr. Kinsey. The obstetric and sexual 
histories of over five thousand women have 
been exhaustively studied by the authors and the 
results have a limited appeal to the medical 
practitioner although no doubt they will be of 
interest to the sociologist of the type who needs 
statistics to be convinced of everything and 
anything. The text itself tends to be repetitive 
and is badly broken up with footnotes and 
numerous tables which the reviewer found diffi- 
cult to interpret. Tucked away are most inter- 
esting facts; for instance, among the women 
reviewed between one-quarter and one-fifth had 
had an induced abortion and 60% of these 
women paid less than $100 for this service. 
The single woman was generally charged more 
than her married sister. The chapter on abortion 
problems in other countries is interesting, the 
index is good, and the bibliography excellent. (W. 
M. Heinemann Medical Books Ltd., price 30s.) 





CORRIGENDA 

In the article on ‘ “Buccal Varidase” in Boxing In- 
juries’ in our July issue (p. 79), the first part of the 
sentence in ‘Conclusions’ should read: ‘Its use resulted 
in a 33 per cent. reduction of general bruising and a 
5° per cent. reduction of tomas... .’ 

n page 697 of the June issue, in the article on “The 

Biologica Approach to Mental Disease’, for ‘ethnology’ 
read ‘ethology’. 
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ALMACARB tablets are prepared from an alu- 
minium hydroxide-magnesium carbonate 
co-dried gel made by an entirely new process 
(Brit.Pat.612503). Aluminium hydroxide gel 
has been used for some years as an antacid 
in suspension, but until the introduction of 
Almacarb no means had been discovered by 
which its acid-neutralizing capacity could 
be retained through the process of drying 
and tabletting. In Almacarb the full antacid 
potential is retained and its action is rapid 
and sustained. 

ALMACARB—dosage. One tablet to be chewed as 
an initial dose, and thereafter one tablet to 
be sucked slowly at frequent intervals. 


THE NEW IMPROVED aNTaciD TapLeT 


ALMACARB is presented as peppermint-fia- 
voured tablets, each containing 0.375 g. of 
aluminium hydroxide-magnesium carbonate 
co-dried gel. 


In strips of ten foil-wrapped tablets in cartons 
of 40 at 3/- and 200 at 12/-. 
Basic NHS prices subject to purchase tax. 


THE BRITISH DRUG HOUSES LTD. 
(MEDICAL DEPT.) LONDON N,1 
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M i d i C e | tablets and suspension 


the long-acting sulphonamide 


sustains therapeutic sulphonamide levels for 
24 hours with a single dose 


teaspoonful (5 ml.) of mipiceL* Suspension contains 
0-25 G N’-acetyl sulphamethoxypyridazine 
Bottles of 60 ml. and 16 fi. oz. (455 ml.) 
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NOTES FROM THE CONTINENT 


A European Newsletter 
FRANCE 


Successful transplantation of kidney.—Details 
have recently been released of a case of trans- 
plantation of a kidney from a sister to a brother 
(non-twins), in which the recipient has not only 
survived the transplantation but has satisfac- 
tory renal function three months later. The 
transplantation was called for following removal 
of the right kidney on account of an epithelioma 
three years after the left kidney had been re- 
moved for the same reason. The transplantation 
was carried out six days after the nephrectomy 
and the day following a total sublethal irradia- 
tion of the recipient —400 rads at one session. 
Diuresis was established immediately following 
the operation, but stopped suddenly and com- 
pletely forty-eight hours later. Laparotomy was 
performed, and revealed a swollen, congested, 
‘apoplectic’ kidney. Decapsulation per- 
formed and diuresis was re-established 

Three months later, the patient’s condition 
was ‘excellent’. Renal function was satisfactory, 
the blood urea, for instance, being 50 mg. % on 
a diet containing 2 g. of protein per kg. body 
weight. During the year preceding the second 
nephrectomy the patient’s blood urea had been 
around 100 mg. %. It is admitted that the fact 
that the transplanted kidney is functioning 
satisfactorily three months later is no guarantee 
that the transplantation will be permanently 
successful but the mere fact that it has survived 
so long is considered as providing hope that the 
‘graft’ may have ‘taken’ successfully 


was 


The Agadir earthquake.—Of 429 casualties from 
the Agadir earthquake admitted to hospital in 
Casablanca, 87 had crush lesions of the muscles: 
69 of these—i.e. 16% of the total, or 79% of 
those with crush injuries—showed evidence of 
post-traumatic renal insufficiency. In a report 
on these 69 cases of nephropathy, J. Mirouze 
and his colleagues state that in one-third of 
them the only sign was a simple myohxmo- 
globinuria. In one-third, the myohemo- 
globinuria was accompanied by nitrogenous 
retention; although in a third of these cases the 
nephropathy was quite severe, ‘extra-renal 
purification’ was not required and the condition 
showed progressive improvement. The remain- 
ing third showed evidence of serious renal im- 
pairment and the view is expressed that they 
would all have proved fatal had it not been for 
the modern methods of ‘extra-renal purification’. 
The benign cases required relatively little treat- 
ment. Constant supervision, however, was 


necessary in the more severe cases, charac- 
terized by oliguria, a rising blood urea, urinary 
chlorides below 1 g., urinary sodium below 
200 mg., and urinary potassium above 2 g. 
Hyperkalemia was the most dangerous sign 
and determined the immediate prognosis: it 
only ceased increasing with the re-establishment 
of urinary excretion, and even then the return 
to normal was very gradual. It was in these cases 
that ‘extra-renal purification’ was essential if 
there was to be any hope of survival. In addition 
to measures to restore electrolyte balance, anti- 
biotics were given routinely. 


Hepatectomy.—Now that the problem of 
hemostasis has been solved—by preliminary 
ligature of the vascular pedicles and incision 
along the plane of the fissures—subtotal 
hepatectomy is a most satisfactory operation in 
selected cases, according to C. Couinaud. In 15 
cases he has not had a single death due to post- 
operative thrombosis of the hepatic artery, and 
the patients have been able to leave hospital in 
eight to ten days after operation. The major 
indications are benign tumours and hydatid 
cysts. The operation should always be con- 
sidered in cases in which there is a localized 
solitary metastatic growth, provided the general 
condition of the patient justifies such surgical 
interference. He reports that 5% of patients 
operated on for removal of such metastases have 
a five-year survival period. 

In the course of his review of the present 
status of hepatectomy he draws attention to the 
experimental work which indicates that up to 
30% of the liver can be removed without any 
detriment to the individual. The powers of 
compensatory hypertrophy of the liver are such 
that within two months of removal of 30% of 
the liver, the liver has practically returned to its 
normal size. It seems as if the regenerative 
capacity of the liver is greater than that of any 
other organ in the body. 


The treatment of sciatica.—As a result) of a 
review of the records of 717 patients with 
sciatica, Professor F. Coste and his colleagues 
have reached the following conclusions concern- 
ing the treatment of sciatica. 

(i) Rest is essential in all forms of sciatica. 

(ii) In the acute hyperalgesic form the best 
results are obtained from the epidural injection 
of a combination of procaine and hydro- 
cortisone. 
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(iii) In chronic cases, stretching of the nerve 
is worth trying, but there is no point in repeating 
this more than six or eight times. Should this 
fail, radiotherapy, gymnastics, or re-education 
in a swimming pool can be tried. 

(iv) In relapsing cases, gymnastics, swim- 
ming-pool exercises and the wearing of a corset 
are indicated. 


PRACTITIONER 


(v) In cases with paralysis, vasodilators 
should be given for eight to ten days. If after 
this period the paresis is still present, surgical 
intervention is called for. 

(vi) Apart from this last group, operation is 
only recommended after other forms of treat- 
ment have been tried for at least two or three 
months—without any appreciable benefit. 


ITALY 


Topical hydrocortisone in respiratory allergy.— 
L. Businco and his colleagues have reported 
their results in the use of topical hydrocortisone 
in the treatment of 10 cases of allergic rhinitis, 
10 cases of allergic asthma, and five cases of 
asthmatic bronchitis. The hydrocortisone, in 
the form of the acetate, was supplied in a cap- 
sule, combined with an inert powder, each 
capsule containing 15 mg. of hydrocortisone 
acetate. It was insufflated by means of a pump 
intranasally in the cases of allergic rhinitis, 
intra-orally in the cases of asthma. The con- 
tents of one capsule were sufficient for at least 
one day. The results were particularly satisfac- 
tory in the patients with allergic rhinitis, in 
whom no side-effects, local or systemic, were 
encountered. In the asthmatic patients, the 
best results were obtained in those with allergic 
asthma, all of whom received some benefit, and 
in 70% the results are classified as ‘good’. In 
the cases of asthmatic bronchitis, particularly 
those with chronic bronchitis, the results were 
not so satisfactory, only 30% to 40% showing 
any improvement. 


Electron microscopy and bronchiectasis.—Interest- 
ing results are reported by L. Provenzale and 
S. Rocca-Rossetti who have studied the bron- 
chial collagen fibrils in cases of bronchiectasis. 
In those cases in which the history and clinical 
findings indicated that the bronchiectasis was 
secondary to some preceding respiratory lesion, 
the collagen fibrils were normal. On the other 
hand, in those in which there was no evidence 
of any causative factor, the appearance of the 
collagen fibrils under the electron microscope 
was comparable to that of the foetus. It is there- 
fore suggested that in this second group the 
development of bronchiectasis is the result of a 
congenital abnormality of the collagen tissues. 
In confirmation of this they report that the 
appearance of the fibrils in these cases corre- 
sponds to that of a 5- to 6-month fetus, and 
that an acute or chronic respiratory infection 
during the post-natal period does not produce 


any changes in the fibrils. This immaturity of 
the collagen fibrils is not limited to the segments 
or lobes affected by bronchiectasis, but is found 
throughout the entire lung. 


The virus of infective hepatitis.—Further evi- 
dence of the transmissibility of the virus of 
infective hepatitis to the chick embryo has been 
adduced by E. Segani and his colleagues. 
Following the inoculation of 0.1 ml. of blood 
from patients with infective hepatitis into 
12-day-old chick embryos, they found charac- 
teristic changes, both macroscopic and micro- 
scopic. The microscopic changes included 
marked changes in the liver, such as areas of 
necrosis with infiltration of lymphomonocytes 
and plasmocytes. In addition, the liver cells 
showed vacuolization with swelling of the 
nuclei. As demonstrated by staining with 
Sudan III, there was a marked diminution in 
their fat content. 


Chickenpox and herpes zoster.—An interesting 
example of the relationship between chickenpox 
and herpes zoster is reported from the pediatric 
clinic of the University of Florence by F. 
Ragazzini. In a ward of the clinic were nine 
children with tuberculous meningitis, five of 
whom had had chickenpox. One of the other 
four children developed herpes zoster, which 
ran a rapid, afebrile course, without any effect 
upon the meningitis. Within thirteen to sixteen 
days of this child developing herpes, the other 
three children, who had never had chickenpox, 
showed the typical eruption of chickenpox. In 
two of these children, the chickenpox had no 
effect upon the course of the meningitis, but in 
the third it was accompanied by a marked and 
entirely unexpected improvement of the menin- 
gitis. The author suggests that this episode 
confirms the hypothesis that chickenpox rep- 
resents the clinical manifestation of the primary 
hematogenous spread of a virus which, in an 
individual who has previously established a 
personal immunity to it, causes herpes zoster. 
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CLOREVAN 


(CHLORPHENOXAMINE HYDROCHLORIDE - EVANS) 


A NEW PRODUCT FOR THE 
TREATMENT OF PARKINSONISM 


Chlorphenoxamine has a potent, 
yet gentle, muscle relaxant action 
which permits of greater free- 
dom, strength and confidence of 
movement. It helps alleviate 
tiredness, weakness and so-called 
“inner” tension and this is prob- 
ably related to its mildly ener- 
gising or stimulating action. 


DOSAGE:- 
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PRESENTATION:- 


CLOREVAN is available 
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For Trick Cyclist or Psychiatrist and every patient who suffers from excess stomach acid, 
Gelusil is the antacid tablet that will adsorb more stomach acid than any other. 


GELUSIL ANTACID 


Geiusil is economical (basic N.H.S. cost 1/6 for 50 tablets). The Gelusi! formula, aluminium hydroxide 4 gr 


magnesium trisilicate 75 gr. (the combination advocated in the B.N.F. page 21) is available as tablets or suspension 
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Set Fair 
at the 
Menopause 


Menopausal symptoms 
are due to hormone 
deficiency, therefore the 
rational treatment is 
replacement with the 
physiologically balanced 
hormones in Mixogen 


Each tablet contains: 


Ethinyloestradiol 
MIXO ote 
Methyltestosterone 


TABLETS | 36 mg. 





* Control is achieved without withdrawal 
bleeding. 


* Emotional balance is restored naturally. DOSAGE: 


| or 2 tablets daily 
* Low dosage, low treatment cost. 


ORGANON LABORATORIES LIMITED 
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THE PRACTITIONER 
fifty Bears Ago 


‘O earth, so full of dreary noises!’ 

AUGUST 
In “The present position of Cesarean section in 
obstetrics’, Thomas G. Stevens, M.D., 
M.R.C.P., F.R.C,S., Physician to Outpatients, 
Queen Charlotte’s Lying-in Hospital, says: 


‘Although an operation of great antiquity, it 
was looked upon always as a dernier ressort, and 


Dan McKenzie, M.D., F.R.C.S. (1870-1935) 


consequently was performed under what we 
recognize now as the most unfavourable cir- 
cumstances it is now performed more 
frequently for ‘“‘relative’’ indications than for 
those which everyone agrees are ‘“‘absolute”’ ’. 
He reminds the reader that ‘Czsarean section 
has been repeated as many as five times on the 
same patient’, adding ‘there is no added risk in 
the repeated operations’. 

‘It probably falls within the experience of the 
majority of practitioners to meet with cases of 
tuberculous disease of the larynx’, writes 
Walter G. Howarth, M.A., M.B., B.C., 
F.R.C.S., Surgeon to the Throat, Nose, and 
Ear Department at the Queen’s Hospital for 
Children, and Senior Clinical Assistant, Throat 
Department, St. Thomas’s Hospital. He refers 


Elizabeth Barrett Browning: The Sleep 


1910 

to the work of Spiess, who ‘raised a large 
question in discussing the relation of anesthesia 
to the therapeutics of inflammation . . . by his 
attention to the relief of this factor Spiess has 
obtained some excellent results’. Alcohol into 
the superior laryngeal nerve may produce 
‘an almost magical effect’ and deserves ‘an 
extensive trial’. Of Bier’s principle of con- 
gestion hyperemia he says: ‘My own experience 
of it inclines me to recommend its use. It is 
simple to apply . . . and may be continuously 
employed while the patient is following his 
ordinary occupation’. 

‘We mean by shock’, writes Herbert H. 
Brown, M.D., F.R.C.S., Surgeon to the 
Ipswich and East Suffolk Hospital, in an 
article on ‘Postoperative Shock: Its prevention 
and treatment’, ‘exhaustion of nerve cells 
principally those of the vasomotor centres’. 
‘By exhaustion’, he adds, ‘I understand the 
gradual using up of the food material, or fuel 
stored up in the cell, and there is reason to 
believe that this food material can actually be 
seen under the microscope with appropriate 
staining methods, the so-called Niss] bodies’. 
In stressing the ‘economic importance of food 
and rest before surgical operation’ as a preven- 
tion of shock he comments: “The only cases 
{of gastroenterostomy] which I can remember 
to have proved fatal shortly after operation are 
those of patients who had been rectally fed for 
some days previously; in fact I cannot recall a 
case in which rectal feeding alone had been 
resorted to for a period of a week or more before 
the operation which did not end fatally. Rectal 
feeding as it is usually carried out is a euphe- 
mistic expression for starvation’. 

Dan McKenzie, M.D., F.R.C.S., Assistant 
Surgeon, Central London Throat and Ear 
Hospital, begins his article on ‘Mucous polypus 
of the nose and its treatment’ by stating that 
‘it cannot be said, even today, that the clouds 
which have for so long obscured its patho- 
genesis are at last completely dispelled’. After 
examining theories as to causation he sum- 
marizes: ‘We may say that a polypus, is the 
result of an excessive edema of mucous mem- 
brane induced by obstruction to the venous and 
lymphatic circulation by the products of inflam- 
mation, and that the middle turbinal and the 
ethmoidal region are most prone to polypus 
formation by reason of certain anatomical 
peculiarities which favour the occurrence of 
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this excessive oedema’. He concludes: ‘As a 
rule polypus of the nose is completely cured 
by the simple method of curetting we have 
outlined in this paper’. 

The son of a Lanarkshire practitioner, Dan 
McKenzie studied medicine at Glasgow Uni- 
versity. He qualified in 1891, and after working 
for a time with his father, settled in general 
practice at Leytonstone. He became laryn- 
gologist to the Ilford Emergency Hospital, and 
restricted his practice to nose and throat work 
from 1906 onwards when he joined the staff of 
the Central London Throat and Ear Hospital. 
He wrote ‘Diseases of the Nose and Ear’, 
translated Onodi’s work on the lacrimal organs, 
and edited the Journal of Laryngology. His 
book, “The City of Din’, was published long 
before the Anti-Noise League came into being. 
A scholar and poet, he wrote love-lyrics, the 
well-known ‘Infancy of Medicine’, and other 
works on medical history. A keen debater, a 
fine teacher, and an indefatigable worker, his 
Scots dourness and occasional eccentricities did 
not conceal from those who knew him well his 
kindliness, humour, and tolerance. 

In an article on “The element of time in 
midwifery practice’, J. D. Slight, M.A., M.D., 
quotes John Brown, the famous Scottish 
essayist and practitioner as saying of a well- 
known doctor in the south of Scotland: “Think 
of a man like this—a valuable, an invaluable 
public servant, the king of health in his own 
region—having to start in a winter’s night 
“‘on-ding o’ snaw’’ for the head of Ettrick, to 
preside over a primiparous herd’s-wife at the 
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back of Boodsbeck, who was as normal and 
independent as her cows or her husband’s two 
score of cheviots; to have to put his faithful and 
well-bred mare (for he knew the value of 
blood) into the cowshed . . . or possibly in the 
course of the obstetric transaction by a snow- 
drift; to have to sit idle amid the discomforts of 
a shepherd’s hut for hours . . . when all that 
was needed was “Mrs. Jaup” or indeed any 
neighbour wife or her mother . . . What a waste 
of an admirable man! and then, with impatient 
young men, what an inlet to mischievous 
interference, to fatal curtailing of attendance! ’. 

‘Notes from foreign journals’ include one 
from Revue de Thérapeutique Medico-Chirur- 
gicale, advocating the use of cantharides in the 
treatment of tubal nephritis. “To the objection 
that the drug which produces nephritis cannot 
cure it’, Lancereaux, the author of the article 
noted, replied that ‘the very thing which was 
wanted was a drug which would act upon the 
kidney, and not one with no action at all! ’. 
Cantharides is recommended ‘only in those 
cases in which the lesion could be localized 
in the epithelium of the tubes, as shown by 
almost total anuria’. 

A ‘Practical Note’ on enuresis in boys says: 
“The application of collodion to the prepuce in 
cases of enuresis in boys has been tried with 
success. Before the child goes to bed a layer is 
applied in such a way as to close the preputial 
orifice; should the child wish to micturate the 
seal can be easily removed with the finger’. 


The 
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Opinions may vary, but one thing is certain, If doctors are going to 
enjoy anything of the summer themselves, they are going to need 
something that cuts down the time spent on treating the numerous skin 
conditions they will meet. Conditions such as infected cuts, wounds 
and abrasions, sycosi lliculitis, impetigo, and so on, respond well to 
AcHRoMYCcIN O1nrMENT. Recovery is usually rapid —often 


dramatic, and the sensitizing potential of the Ointment is extremely low. 
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To restore full vigour 


Whatever the illness, whether infection, metabolic 
disorder or a condition requiring surgical inter- 
vention, the patient needs full nutritional support 
for the restoration of health. And this implies more 
than a good mixed diet. Not only must the appe- 
tite be stimulated but the tissues must respond to 
the extra demands for full physiological activity, 
and this means supplying them with more than 
the usual intake of vitamins, especially of the B 
complex and ascorbic acid. 

For these purposes the three preparations 
BEFORTISS, BECOVITE and OROVITE are de- 
signed, the latter being pleasantly flavoured 
and acceptable to patients of all ages. 


For maintenance therapy— 
Befortiss : Tablets (100). 1 ml., 
Ampoules (boxes of 5), Elixir (6 fi. ozs.) 


BEFORTISS 


For intensive therapy— 
Becovite: Tablets (100). Twin 1 ml., 
Ampoules (boxes of 3 pairs), Elixir (6 fl. ozs.) 
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For concentrated oral therapy— 
Tablets (100) and Elixir (6 fi. ozs.). 
(Vitamin C can be added as Ascorvel.) 


fej sie) sna = 


Standard Reference Cards. Factual information on ali our 
products is availabe. Produced in accordance with A.B.P.1. 
Specifications, cards can be obtained from Vitamins Led. 


- Vitamins from BXZEBS Ea Lee ee: 


(Dept. C.Y.5), Upper Mall, London, Ww .6 





MOTORING NOTES 


Better Tyres 
By JOHN PRESTON 


To my mind, the new Elite tyre, produced 
by Dunlop, is one of the most important 
developments in tyre design for a very long time. 
We have come to accept the ordinary tyre as 
being the best that manufacturers can give us as 
regards road grip in wet weather, the difference 
between various tyres being small, although 
some have been admittedly better than others 


Fic. 1.—The Dunlop ‘Elite’ tyre being tested at 
Fort Dunlop on a Humber. 


The standard Dunlop tyre is at least as good as 
any of its rivals, but in a comparative test on a 
skid pan (fig. 1) it was shown to be nothing like 
as good as the new Elite. A sharp bend taken at 
34 m.p.h. with a Humber fitted with standard 
tyres on the rear wheels sent the car into a 
180-degree skid, whereas the same car with 
Elite tyres could be steered round without 
skidding. Just as impressive in its way was the 
demonstration of its freedom from squeal. Two 
Rover 100’s, one with standard tyres and the 
other with Elites, were driven round a right- 
angle turn polished smooth by the passage of 
countless lorries. The first made the usual 
howling noise that is the bane of owners of 
large town carriages whilst the second, driven 
at exactly the same speed, was as quiet as if 
it had been travelling in a straight line. 

How is it done? The answer lies in an entirely 
new kind of synthetic rubber—a polymer 
combination of the high hysteresis type—which 
was produced by the Dunlop central research 
division in response to a request by the tyre 
division for a tread material that would give a 
specific performance as regards wet road grip 
and silence. The new rubber can be described as 
‘dead’, in other words it is less bouncy than the 
synthetic rubber normally used for tyre treads, 
and it has surprised even the Dunlop tyre 


division by its ability to give exactly the results 
they had hoped for but did not really expect 
would be achieved—at any rate so quickly— 
so high had they set their sights. The Elite is 
claimed to give the same mileage as the standard 
tyre and to be capable of the same speed 
performance. For the maximum M.1 speeds, 
of course, special tyres are needed anyway, and 
for this kind of motoring Dunlop have produced 
the new RS.5 tyre (fig. 2) that is safe for sus- 
tained speeds up to 120 m.p.h. At present the 
Elite is to be made for the more expensive type 
of car and it costs about a third more than the 
standard tyre. 

The really keen motorist now needs different 
kinds of tyres for various types of motoring; 
already, of course, he probably has a couple of 
extra rear wheels equipped with winter tread 
tyres. Since the primary difference is in the 
tread, the Pirelli system of detachable and 
interchangeable treads, already described in 
these notes, is very much in line with this 
latest development. 


STARTING HANDLES 

Considering the size of the motoring popula- 
tion, it is curious that the technique of the 
public opinion poll has not been used more 
freely by the motor manufacturers to ascertain 
the views of motorists on features of design 
that might be either adopted or discarded. It 
would be illuminating to discover, for example, 
how many motorists feel strongly about whether 
or not a starting handle should be supplied. 

The main purposes for which some motorists 
consider they need a starting handle are for 
turning over the engine by hand before using 
the starter motor in very cold weather, in order 
to reduce the strain on the battery, and for 
trying to start the engine by hand when the 
battery is run down. In point of fact the modern 
battery and the latest lubricating oils make 
it unnecessary to turn over the engine by hand 
in cold weather before starting, and this is 
implicit in the decision of many motor manu- 
facturers to dispensé with the starting handle 
altogether. If these cars can be started without 
any manual assistance, then there is no reason 
why other cars should not be treated in the 
same way. As for trying to start the car when 
the battery is too run down to operate the 
starter motor, most motorists would probably 
prefer to send for the local man to bring round 
a slave battery to start the engine than to risk 
the chance of damaging their knuckles and 
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straining muscles in abortive attempts to bring 
the engine to life with a rather crudely made and 
badly fitting starting handle. 

Gone are the days when cars had well-finished 
and smoothly working starting handles per- 
manently fitted, with a leather holster into 
which the polished handle itself was slipped 
when not in use. The modern battery can stand 
any amount of hard work, but if winter motoring 
conditions are such that the car does not run 
long enough between starts to keep the battery 
up to strength, then the best course is to install 
one of the many devices now available for 
recharging the battery from the main electrical 
supply in the garage. 


THE POSITION TODAY 

The motor manufacturers themselves seem 
divided about whether or not to supply a starting 
handle. In the 1959 edition of The Motor road 
tests most of the British cars described had 
one, including all the B.M.C. models tested 
except the Austin Seven 850, which has its 
engine mounted sideways, and the Austin 
Healey 100-Six. Vauxhall were among the 
first to drop the starting handle. Standard- 
Triumph International provide one for the 
big Standard Vignale model but not for the 
Triumph Herald. The Jaguar XKr50 tested 
did not have a starting handle, but the Rover 60 
did. The Rootes Group charge extra for a 
starting handle on the Hillman Minx but 
supply one free with the Singer Gazelle and 
the Humber Super Snipe. Turning to the 
foreign cars tested by The Motor, the Fiat 1200 
did not have a handle, nor did the Swedish 
Volvo. Of the French cars, the Citroen ID19 
had a handle but not the Panhard or the 
Vespa. The German cars were also mixed, the 
Volkswagen having a Starting handle but not 
the Mercedes-Benz 190, the B.M.W. or the 
N.S.U. 

Perhaps the last word should be given to 
the reader who complains bitterly that he was 
stranded with a run-down battery miles from 
anywhere and was unable even to attempt to 
start the engine by hand because the tool 
kit lacked a starting handie, although provision 
was made to start the engine with one. His 
local garage later explained that on this par- 
ticular car a starting handle was listed as an 
extra, the charge being 6s. 6d. Having paid 
around {1000 for the car, the reader feels 
quite justifiably, I think—that he should not 
have to pay more for this inexpensive, but in his 
view, vitally important, accessory. It is often 
over such minor details that motor manufac- 
turers can lose or retain the goodwill of their 
customers. I sometimes wonder whether they 
fully realize this. 
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VAUXHALL REFINEMENTS 
The latest six-cylinder Vauxhall Velox and its 
de luxe brother, the Cresta, have already earned 
a fine name for themselves as fast, comfortable 
saloons, and now they have been endowed with 
two refinements which can be obtained as 
optional extras that make them even more 
attractive. The first is power-assisted braking, 
a luxury that cuts down the pressure needed on 
the brake pedal by half—a 45 lb. pressure 
producing the same braking effect as 90 lb. 
without power assistance. The requisite power 
is provided by a hydraulic and vacuum servo 
unit which is designed to fit any Vauxhall six- 
cylinder model made since October, 1957. The 
unit itself costs {£12 17s. 6d. and can be fitted by 


~ aoe ae an 


Fic. 2.—The Dunlop ‘RS.s’ road-speed tyre. 


any Vauxhall dealer in about two hours. It is 
mounted on the offside of the engine by two 
brackets and is actuated by vacuum from the 
induction manifold. A safety feature is that full 
braking power is stil] available when the engine 
is not running because the unit incorporates a 
vacuum reservoir. 

The second optional extra for the Velox and 
Cresta is an overdrive gear that can be positively 
engaged by a switch on the dashboard. The 
higher gear reduces the engine revolutions for a 
given cruising speed by about 20 per cent., 
making for effortless travel and a saving in 
petrol. Personally I find an overdrive gear one 
of the most worthwhile motoring assets, and it 
is fair to say that once you have driven a car 
with overdrive you never want to be without it. 
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“The majority of fat people are reluctant slimmers” 


Durophet 


makes weight reduction 
simple and dependable 
with just ONE CAPSULE DAILY 


one capsule daily 
Because its dosage is the simplest possible ‘Durophet’ 
makes mir 


12-14 hour appetite control 

Durophet’ controls the patient’s appetite for 12-14 
hours after a single dose. 

predictable action 

‘Durophet’ contains dextro and laevo-amphetamine in 
the ratio of 3 to 1 bonded to an ion-exchange resin to 
ensure smooth, prolonged and predictabie effect 
three strengths available 

Durophet’ capsules are available in three strengths 

mg. (white) 12} mg. (black/white) 20 mg. (black) in 

bottles of 30 and 300 capsules 
dependable weight loss for 8d to 9}d a week 

(basic NHS cost) 


Durophet' is a registered trade mark 


( RIKER ) Riker Laboratories Limited Loughborough Leicestershire 
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FOR PATIENTS 
WHO FEEL ROUGH 
—VILLESCON 


Villescon benefits the run-down 
patient in three ways: 


BETTER APPETITE 
“Villescon (two tablets twice 
daily) has helped to restore a 
more than normal appetite by 
the fifth day of treatment”’.! 


BETTER BREATHING 
“The results in certain respiratory 
diseases were striking”’. 


BETTER OUTLOOK 

“Relief from ‘mood disorder, 
lassitude, and anorexia were chiefly 
reported with Villescon”.3 


1. Lancet, 1960, i, 207 
2. Arzneimittel-Forsch, 1958, 8, 417 
3. Scot. med. F., 1959, 4, 567 


FOR EVERY 
my TONG 
HY’ PRESCRIPTION 
Y ~VILESGON’ 


1-phenyl-2-pyrrolidino-pentane hydrochloride, with vitamins, 


> 
Il Manufactured and distributed in the U.R. by Pfizer Ltd, Folkestone, Kent for 


Cc. H. BOEHRINGER SOHN, INGELHEIM AM RHEIN 
Registered proprietors of the Trade Mark * Regd. Trade Mark 
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Bv the Danube to Vienna 
By PENELOPE TURING 


Ir is nearly twelve hundred years since Charle- 
magne first attempted to form a great waterway 
across Europe by connecting one of the Main 
tributaries with the Danube, thus linking the 
Rhine, the Main and the Danube from the 
North Sea to the Black Sea. The project failed 
and it was not until the roth century that a 


Fic. 1 Regensburg 


canal was finally built, and then its success 
proved short-lived, owing to the competition of 
rail transport. 

A TRIO OF 
To the traveller, however, the trio of rivers 
retains a special meaning, for along their valleys 


RIVERS 


lies some of the most beautiful 
Europe and a string of ancient towns and 
villages which form a rosary of history. One 
could spend a fascinating month or two dawd- 
ling along each of the rivers in turn. When a 
holiday must be measured in weeks it is better 
to take them in instalments, although one can 
see much of the Rhine and Main 
taking the train from the Hook of Holland to 
Passau (and the German Railways are among 
the best in Europe for speed 
good food), and then concentrate on the Danube. 

My last visit was to the Danube, and I took 
the quickest and most restful route 
to Munich and back from Nuremberg 
enables 
famous cities, one on each side of the wide 
green Danube basin in Bavaria 
Lufthansa flight, as I 
introduction to an airline which is particularly 
thoughtful about minor comforts 


scenery in 


valleys by 


cleanliness and 


flying out 
which 
one to see something of these two 
If you select a 


did, you have a good 


REGENSBURG AND PASSAI 
Regensburg (fig. 1) should certainly be one of 


the first halts, although the Danube steamer 
service starts a little farther down at Passau. 
Regensburg is a thriving city and also one of the 
interesting towns in Germany. It is 
two thousand years old, and has been at different 
times in its career a royal residence, bishopric, a 
free Imperial city and seat of the Imperial 
diets. The cathedral is the finest Gothic church 
in Bavaria and its choir is famous; the old 
Rathaus reflects both the glories and horrors of 
the past in its magnificent Imperial Hall and 
the instruments of torture in its dungeons. There 
is more than a touch of Italy in the narrow 
streets with their old patrician houses, each 
with its tall fortified tower for defence in 
national wars or personal vendettas. But this is 
Germany nonetheless, and if you need proof of 
it go to the Wurstkiiche and have a lunch of 
grilled Regensburg sausages and beer beside 
the river, and under the shadow of the city wall. 

Passau is smaller but quite as fascinating, if 
It is built on three rivers—at the 


most 


not more so 


Fic. 2 
point where the Inn and the Ilz join the 
Danube. Water is everywhere, reflecting old 
houses, boats along the quayside, sunshine and 


~The church at Wilhering monastery. 
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shadows or the lights and stars of a summer 
night. Passau cathedral, Gothic embellished 
with baroque, has a famous organ—the largest 
church organ in the world—and in summer 
there are daily recitals at mid-day. 

If you make reservations well in advance 
there are cabins on the express steamers to 
Vienna, and one can stay on board overnight 
beside the quay with the great fortress, the 
Oberhaus, floating in honey-coloured flood- 
lighting high above the opposite bank. In this 
way one does not have to rush to catch the boat 
in the morning. It sails at 08.15 hours, makes 
only two or three stops, and reaches Vienna in 
twelve hours; the upstream journey naturally 
takes longer. Alternatively there are slower 
services which stop at smaller places on the way. 
It is a matter of taste whether you idle down the 
river by easy stages, or make the direct voyage to 
Vienna, returning by road (as I did) or rail, and 
do your exploring then. Either way can be 
delightful. A useful point to remember is that 
the express steamers have an accommodation- 
booking service for Vienna, so that if you have 
not reserved a advance this can be 
fixed up while you are on board. 


room in 


ROCOCO EXUBERANCE 

One cannot compare the Danube with the 
Rhine; its character is quite different, gentler, 
quieter and far less exploited by tourism. 
There are two specially beautiful stretches, one 
between Passau and Linz, the other—known 
as the Wachau—from Melk down to Krems. 

On the first part east of Passau where the 
river enters Austria the valley sides are thickly 
wooded, fold after fold of hills covered with the 
soft velvety green of tree tops and split here and 
there by the valley of some small stream. There 
are little towns and villages and some barge 
traffic, but on the whole the river is peaceful. 

Here are many places which tempt you to 
halt, but the first town which one should not 
miss is Linz. Not for itself, for Linz, though it 
has some attractive corners, is mainly an 
industrial city (the Park Hotel is comfortable, if 
you stay overnight), but because two of the 
finest baroque monasteries of Austria lie 
within a few miles of it. One is Wilhering, a 
Cistercian foundation, which goes back to the 
12th century but was rebuilt after a fire in the 
mid-1700s. There is quiet dignity in the 
spacious quadrangle, and inside the church all 
the glory of rococo exuberance at its most 
beautiful (fig. 2). The other is the Augustinian 
monastery of St. Florian, eleven hundred years 
old but rebuilt earlier than Wilhering at the 
beginning of the baroque period, and the burial 
place of Anton Bruckner 


THE WACHAL 
At Melk begins the Wachau with its wooded 
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heights, its castles, churches, picturesque 
villages—a lovely almost unreal world—and 
its vineyards; though it must be admitted that 
the ordinary wines of this region, both white 
and red, are coarse and of no particular interest 
except as an alternative to beer. Melk itself 
has a huge and magnificent abbey perched on a 
hilltop above the river: a group of stately 
golden buildings which housed a very fine 
exhibition of baroque art at the time of my visit 
and which is open until October. There is also a 
pleasant riverside restaurant below. After this 
comes a succession of fascinating places: 
Schloss Schénbiihel, the picturesque ruined 
castle at Aggstein, and the enchanting little 
town of Diirnstein where Richard Cceur-de- 
Lion was imprisoned—according to the story. 

At Krems the beauty ends and the last stage 


Fic. 3.—Schloss Schénbrunn, Vienna. 


of the journey is through flat country, but by 
then dusk is falling and the traveller impatient 
to reach Vienna (fig. 3). It is only fair to warn 
the newcomer that the last five years have not 
entirely blown away the clouds of Russian 
occupation. But Vienna holds her magic still, 
and her lovers will forgive occasional way- 
wardness of organization. 


Flights London Airport—Munich take about 2} hours 
(3) hours via Cologne), return fares 1st class {49 55., 


tourist £37 115., mid-week day and night tourist £31 19s 
and £26 respectively For London—Nuremberg one 
touches down at Frankfurt (34 hours altogether) 1st class 
£40 15., tourist £31 19s. The rail/boat journey London to 
Passau via Hook of Holland, takes about 22} hours; 
return fares 1st class {£25 145., 2nd class £19 3s. Further 
details of accommodation and steamer services can be 
had from the German Tourist Information Bureau, 6 
Vigo Street, London, W.1, and the Austrian State Tourist 
Dept., 219 Regent Street, London, W.1. 
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Not another jab ...? 


when, in most cases 


COO ends the need for painful penicillin injections 


COMPOCILLIN-VK (Potassium Penicillin V) provides high blood levels quickly and con- 
—_ veniently. CVK may be used wherever penicillin therapy is indicated, 

the easily swallowed Fiimtabs and cherry-flavoured CVK Solution 

being particularly suitable for children. The normal adult dose is 

125 mg. to 250 mg. every four to six hours; for children, dosage may 

be reduced in proportion to weight. CVK is also available combined 


with double sulphas. 


c=] ABBOTT LABORATORIES LTD - LONDON W.1 
Son: sesad 
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Singularly more effective 


and less toxic than morphine 


PALFIUM' 


(M.C.P.875) 


For control of severe pain as in inoperable 
carcinoma, post-operative pain, severe colic 
and other cases of intractable pain where simple 
analgesics have failed. Acts swiftly and 
effectively without clouding consciousness or 
reducing mental activity. 
Available as Tablets of 5 mg. in packs of 25 and 100. Also 
available in 5 mg. and 10 mg. ampoules. 


Dosage limited to 5 mg. initially, repeated as required. 


* d-3-methyl-2,2-diphenyl-4-morpholinobutyrylpyrrolidine 
(Dextromoramide) 


M.C.P. Pure Drugs Ltd., 


STATION WHARF, ALPERTON, MIDDLESEX 
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lwo Lost Contracts 
By E. W. DENHAM anp M. A. FREESTONE 
Our four colleagues had met for one of their play another small heart to be ruffed with 
frequent bridge sessions when the two follow dummy’s Jack of spades. If the Jack of spades 
ing hands were dealt: in dummy forced out the Queen, wherever it 
: ‘a was, your problems would have been over. The 
(Dr. Edit ; 
o)6o Queen of spades would have been your only loss 
» 4 > :; \ second deal played the same evening was 
3 LO > ( North 
West : East (Dr. CEdipus) 
(Mr. Scalpel) Mr. I < @Q) 104 
Sout! West VW «<2 East 
(Dr. Bentinck (Mr. Scalpe @kKQs (Mr. Forceps) 
AK ) @s2 aol; @s7 
Shot : VO) s Vov4 
e007 @A3 @ i108 76 
- None @A63 South @k 54 
The auction in this deal had been:—Drs eAKOO. 
(Edipus one club, Dr. Bentinck two spade VAK? 
Dr. (£dipus three clubs, Dr. Bentinck thre« 3 aoe 
“arts ) (§ s o-trumps. and ) 
hearts, Dy. Cidipus three no-trumy Ds Dr. Bentinck was playing the hand in a 


Bentinck six spades 
Luckily for Dr. Bentinck 
West (Mr. Scalpel) Dr 
dummy’s Ace and discarded his own Queen of 
he led h Jac k of 
spades for the Scalpel took the trick 
with the Queen and led the 8 of spades. As 
the hearts held by the opposition were divided 


} 


a chu! 


Bentinck 


» was led by 
play ed 
dummy 


diamonds. From 


finesse 


5—2 the contract was two down. The complet 
deal was as follows 
Nort! 
(Dr. (Edis 
oj° 
West vk I 
(Mr. Scalpel) en) + Mr. I ns) 
2283 @ AL ) « 
V 53 vi) ' 
@0763 @A8s 
e544 Sout @kj 
(Dr. Bentinck 
SAK 100754 
VAQS 
ea 
& Nom 
Dr. CEdipus in passing judgment remarked 
‘I am surprised, Bentinck, that you staked 
everything on the spade finesse in addition to 
the best distribution of the hearts, when in fact 
the distribution was likely to be very unever 
Having played dummy’s Ace of clubs and 
discarded your own Queen of diamonds, which 
was probably quite sound, you should then 


have led dummy’'s King of hearts, followed by 
the King of diamonds. ‘There 


chance that if Forceps held the Ace is in fact 


would he the 
he did, he would play it, thinking perhaps that 
your discard of the Queen of diamonds was a 
bluff discard from two 
almost no problem 


You would then have 
at all, as one losing heart 
could have been ruffed in dummy and a master 
losing heart to be 


Trumps would then be cleared 


diamond led for the other 
discarded 

“If the 
your King you would have ruffed low and then 
led a small heart, to be ruffed with dummy’s 
6 of spades. You would return to your own hand 


Ace of diamonds were not played on 


by ruffing another diamond, and you would 


f four after the following 
bidding, with East and West silent throughout 

Dr. Bentinck one spade. Dr. (Edipus two 
clubs. Dr. Bentinck two no-trumps. Dr 
(Edipus four 

Mr. Scalpel led the Queen of hearts and Dr 
Bentinck surveyed the position. He estimated 
that if the spades broke satisfactorily he would 


contract spades 


spades. 


tricks nothing 
prevented a heart being ruffed. He therefore 
captured the Queen of hearts with his Ace, 
played off the King, and ruffed his 7 of hearts 
with dummy’s Queen of spades. He followed 
clearing the 


lose only three assuming 


three rounds of trumps, 
opponents, and finishing in his own hand 


Bentinck’s next play was to lead the 10 of 


with 


Forcep’s King, and 
Forceps led a diamond. Bentinck played his 
Jack and Scalpel the Ace. Scalpel led the Jack 
of hearts and Bentinck had to ruff. His lead 
now was the 9 of clubs, but the Ace was with 


clubs. This was taken by 


Scalpel, who made his last heart. So the contract 
was one down 

Dr. Bentinck failed to see where the hand had 
gone wrong and remarked, ‘I was just unlucky 
that Scalpel held two Aces as well as length in 
hearts’. Dr. CEdipus, however, was not satisfied 
| agree, Bentinck, that you were 
hearts broke badly and. that 


He explained, 
unlucky that the 
Scalpel held two of the opponents’ top cards, 
but nevertheless you should have made this 
contract with complete safety. As you saw at the 
end, success depended on control, which in 
fact you lost as a result of ruffing the heart in 


dummy. As Scalpel’s and Forceps’ trumps were 


equally divided that trick was as safe as the 
Bank of England. If you feared a ruff, your 
correct play was to remove the opponents’ 


trumps, and play to establish your clubs and 
diamonds. With a spare trump either side you 
would have had just sufficient control to make 


the contract’. 
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Mio-Pressin a balanced combination of 
rauwolfia, protoveratrine and 
‘Dibenyline’ gradually lowers blood 
pressure and keepsit low 


*Mio-Pressin’ and ‘ Dibenyline’ are trade marks Brit. Pat. No. 673509 


0 (Col 
Formula: Rauwolfia serpentina (whole root) 2$.0 mg.: protoveratrine 
0.2 mg. and ‘ Dibenyline’ (phenoxybenzamine hydrochloride) 5 mg 


SMITH KLINE & FRENCH LABORATORIES LTD - WELWYN GARDEN CITY - HERTS 
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Five more visits 


Here’s the place. 


Usual farm road. Mud. Ruts. 
Slippery rock under. 


She’s taking it all right. 
(Town & Country on the back). 


There, we’re through. 


Doesn’t do for a doctor 
to get stuck. 


You too, will 


feel safer— 
be sater—on 


Firestone Town & Country grips to keep you going or stop you safely in the worst road 
conditions, all the year round. This famous All-Season Firestone design is the first and 
most successful of all specialised rear-wheel tyres. 

BE A BETTER DRIVER. You owe it to your family, you owe it to 
others, you owe it to yourself to BE SAFE ON THE ROAD. 


Firestone TYRES — consistently good 
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DROXA LIN ACID ADSORBENT 


Palatability—plus remarkable 
initial speed of action 


As a consequence of the wide and successful prescribing of DROXALIN TABLETS in gastric 
ulcer, hyperacidity and in sickness of pregnancy, a demand arose for a liquid version of the 
DROXALIN formula. Introduced in 1958 as DROXALIN GEL this liquid formulation already has made 
a high reputation and is now widely prescribed. pROxALIN GEL is remarkable in its initial 
speed of action. Over the first two minutes, it is as much as three times as effective as the 
most prescribed acid adsorbents—Aluminium-Hydroxide or a well prescribed mixture of 
Magnesium Trisilicate and Aluminium Hydroxide. This initial speed of action is a potent 
factor in the management of gastric pain. pROXALIN produces no acid rebound or other harmful 
side effects. The well known palatability of pRoxaLmn tablets is maintained in the Gel. 


DROXAILEN 


Regd, 
ACID ADSORBENT 








ACTIVE INGREDIENTS DOSAGE PACKS AND PRICES 
TABLETS. Dried Aluminium Hyd TABLETS. |r gastric ulcer: 2to4 TABLETS. |n Hygienic film strips 
roxide Gel, 8.P., 2.5 grains ; Mag tablets, chewed, every 2-4 hour ot 6, in cartons of 30 and dispensing 
nesium Trisilicate, B.P., 2.5 grains In hyperacidity i Sickness of packs of 504. Basic N.H.S. cost 2/2d 

Pregnancy : 2 tablet s requir tor 50 tablets. 
@GRL. One teaspoonfu! (3.5 mis GEL. in gastric u 
contains 60 grain ur n two teaspoonfu 
Hydroxide Ge! B.P. (eq tt nat 
5 grains Dr niun h Jity j 
Hydroxide Ge F nd 5 grains One or t CLINICAL TRIAL SAMPLES 
Magnesium Trisilicate B.F teaspoontuls as required ON REQUEST TO: 


PHILLIPS SCOTT & TURNERLTD - 179 ACTON VALE, LONDON W3 


GEL. 8 oz. and 80 oz. bottles. Basic 
N.H.S. cost 2/20 8 oz. bottie. 
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— Vitamins in prenatal life — 


Vitamins are essential for the normal development of the embryo. 
Severe vitamin deficiencies during pregnancy, apart from their ill-effects 
on the mother, lead to death or malformation of the foetus. It is known 
from animal experiments that a shortage of certain B vitamins causes de- 
formities in the foetus. Although these results may not apply in detail to 
humans, adequate nutrition during pregnancy has long been considered to 
be of supreme importance. 


Marmite is a useful source of every known factor of the vitamin B 
complex and is widely recommended to expectant mothers. Its appetising 


flavour ensures easy administration; it may be given as a drink made with 
boiling water or hot milk, or in sandwiches, or used in cooking. 


MARMITE 


yeast extract 




















Salt-free Marmite is available for inclusion in low-sodium diets 
Literature on request 


MARMITE LIMITED, 35 SEETHING LANE LONDON —E.c.3 


For SUB-ACUTE and Chronic dermatoses 
TAR + HYDROCORTISONE 


combined in 


fie. Ge = va OF © = vas tat Ge. ‘yl 





) OR BADE | 0 pronounces 


advantages over either medicament alone 





The established germicidal, stimulating and anti-pruritic " * REFERENCES; J.A.M.A. 166: 158, 1958 
roperties of tar, in the treatment of sub-acute and re- | Additional Clinical Publications on Tarcortin: 
fractory skin affections, can now be considerably enhanced } Postgrad. Med. 21: 309, 1957. 
by its incorporation with hydrocortisone. *Clinical trials | .M. Soc. New Jersey 53: 37, 1956. 
have shown that the two medicaments together exert a | Clin. Med. 3: 389, 1956. 
powerful synergistic action that is far more rapid, more m. Practitioner 8: 1404, 1957. 
ronounced and complete than the action of either alone. TARCORTIN ‘CREAM is supplied in 7 grm. 
two valuable therapeutic agents are presented in a and 15 grm. tubes, containing 0.5% Hydro- 
non-greasy, stainless, hydrophilic cream, known as cortisone in a special coal-tar extract. 
TARCORTIN. *Literature av on request. 


STAFFORD-MILLER LIMITED - HATFIELD + HERTS 


Monufacturing Chemists 
By arrangement with Reed & Carnrick, Jersey City, U.S.A. (Est. 1860) 
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OINTMENT 2 oz., 18 0z., (once or twice daily) 
CAPSULES 20, 90, 500 (one daily on rising) 
LIQUID 2 dram (for infants. Three to six — 

daily) 


Standardised 


ESSENTIAL FATTY 
ACIDS 


of high purity and 
Biological Activity 


for 
ECZEMAS FURUNCULOSIS 
VARICOSE ULCERS AND 
DERMATITIS 
WOUND AND FISSURE HEALING 
Often Helpful in PSORIASIS 


Recent statements in connection with blood - cholesterol 
inhibition by essential fatty acids, support our earlier claims 
that dietetic deficiency of the e.f.a underlies many skin 
conditions. This fact provides a reason for the already 
os efficacy of “‘F99"’ in a high proportion of cases. It 
as been shown beyond doubt that the integrity of the skin 
depends upon the presence of the essential fatty acids. Both 
capsules and ointment should be used. Literature on request. 


INTERNATIONAL LABORATORIES LTD., Dept ?.R.2, 205 HOOK ROAD, CHESSINGTON, SURREY 


| Have you received your copy of 
MODERN CONTRACEPTIVE TECHNIQUE? 


This manual on contraception has already proved 
invaluable to doctors in advising their patients. It 
presents a concise and compact survey of methods 
commonly used, together with notes on methods which 
have medical approval, and also on others which are 
contra-indicated. You are invited to write for 

your copy now. 


modern 


contraceptive 





The case against “natural” methods 


Unreliable and harmful methods of contraception, such as 
“coitus interruptus”, are chiefly used because of the slight loss 
of sensitivity experienced with protectives (condoms). This 
problem is now almost entirely overcome by Durex Gossamer, 
a new kind of /ubricated protective. Durex Gossamer is treated 
with Sensitol, a “non-wet, non-messy” lubricant which 
substantially increases the level of sensitivity. Samples of 
Durex Gossammer protectives on request. 


| 
| 
| 
| 
| 
| 
technique | 
| 
| 
| 
| 
| 
| 
| 


LONDON RUBBER CO. LTD. Dept. 306, HALL LANE, LONDON, E.4 
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Miss Otis regrets she’s unable to lunch today 


In diarrhoeic conditions due to infection, clinical experience 
has shown ‘Sulphamezathine’ to be far superior to the non- 
absorbable sulphonamides. 
‘Sulphamezathine’ can be given with safety to patients of all 
ages, and renal complications are most unlikely to occur.* 
Furthermore, ‘Sulphamezathine’ dispenses with the need 
for using antibiotics — especially those of the = “broad- 
spectrum” group. * Brit. Nat. Form. (Stand. Edn.) 1 $ On prescri tion, ‘S-mez" 


ts recognised by the chemist as an a brev cee of * Sulphamezathine’ 
Sulphamezathine a 
Sulphadimidine B.P.) 


IMPERIAL CHEMICAL INDUSTRIES LIMITED 
PHARMACEUTICALS DIVISION WILMSLOW CHESHIRE Ph 952 
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The Imperial Standards of Length are to be found at Trafalgar Square, London, 
and in the City’s ancient Guildhall. Measurements of length have been related to 


these standaids since they were laid down in 1876. 


To-day, in the diuretic field,“SALURIC is accepted as the standard—for‘SALURIC’ 
has brought a new degree of efficacy, safety and convenience to diuretic therapy. 


SALURIC 


(CHLOROTHIAZIDE, 0.5 G. TABLETS) 


More patients are maintained on ‘SALURIC’ than on all other diuretics together 


The United Kingdom N.H.S. basic cost of 12 tablete is 48. 64d. 


q> Made in England by MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS 
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Se 
QUINODERM has ENDLESS okdianic’ 


QUINODERM — “THE QUINOLIN 

CREAM FOR ACNE” combines PoTassIUM 

HYDROXYQUINOLINE SULPHATE (antibact- 

erial and fungicidal) with BENZOYL 

PEROXIDK (keratolytic) in an ASTRINGENT 

THE CREAM base. This combination is ideal 
QUINOLIN CREAM for the treatment of certain skin diseases, 
FOR In this advertisement emphasis is given 
ACNE to the success of QUINODERM in the 
treatment of ATHLETE’S FOOT. 
he a ee 


FOR THE SEASONAL ATTACK UPON— 


ATHLETES FOOT 


PRESCRIPTION ONLY ample & details from — 
1 oz. 2/6 my CHADDERTON ROAD 
2 oz. 4/6 OLDHAM, LANCS. 
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AMPHETONE: 


REGISTERED TRADE NAME 


A GENERAL STIMULANT FOR THE 
CENTRAL NERVOUS SYSTEM 


For cases requiring a quick-acting general stimulant without 
increasing the patient's appetite, we consider Amphetone 
unique. It combines for the first time, Dexamphetamine 
Sulphate and Strychnine with qe we and 
members of the Vitamin B Group. The Dexamphetamine 
- ovides the convalescent with an immediate feeling of well- 

ing, this being followed by the well-known tonic effects of 
the other medicaments Clinical reports have been excellent. 


FORMULA Dexamphetamine ie hate B.P.C., 1/12 grain: 
Strychnine Hydrochloride B.P., rain: Calcium GI 
poeta B.P.C., 2 grains: Scttemn lycerophosphate B.P.C., 
3 ove Aneurine Hydrochloride B.P., : 30 grain: Nicotin- 
B.P., 1/4 grain: Riboflavine B.P., 1/60 grain; Syrup of 
Lad .P.C., 2 fluid drms.: Water, to [/2 fluid ounce. 


[owen] [8] 


Avaliable in botties containing |0, 20, 40, 80 fluid ounces. 
Basic N.HS. Prices 4/9, 8/9, 15/6, 27/9 each. Exempt from tax. 
In association with J. C. Arnfield & Sons Led. 


JAMES WOOLLEY, SONS & CO. LTD., vicromia BRIDGE, MANCHESTER 3 
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23 diabetics in every doctor’s practice 8 of these could be on Rastinon therapy 


How many 

of your patients 
could be stabilized 
on Rastinon? 


It is reported that twelve per thousand is the true incidence of 
diabetes in Great Britain. For every known case of diabetes 
there is another as yet undetected and untreated.* The majority 
of these undetected diabetics will be middle-aged and have dia- 
betes of recent onset 

For the diabetic over forty years of age whose condition has 
been discovered recently, Rastinon tablets offer an oral treat- 


ment which is safe, effective and economical. 
* B.M.J. 1959. lh. 5655 
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>> HOECHST << 
TOLBUTAMIDE B.P.C. 


For your files: /f you would like to have more information about Rastinon oral diabetes 
therapy, please write to: HOECHST PHARMACEUTICALS LIMITED, SLOUGH, BUCKS 


Sole distributors in the United Kingdom : HORLICES LIMITED, SLOUGH, BUCKS 








ANNOUNCEMENTS 


in the combined clinical picture of 


Taicvensiela 
and reaction 





“BARBITURATE 
DEATHS 
INCREASING” 


Under this warning headline British Medical 
Journal, in an editorial of October 17th, 1959, 
draws attention to the increasing number of 
deaths by poisoning, once again emphasising 
“that barbiturates are the most prominent 
group of drugs causing these deaths.” How 
great the increase has been in recent years can 
be seen from the latest available figures, which 
show that 75°, of suicidal deaths due to drugs 
and 80%, of all accidental deaths by poisoning 
are caused by barbiturates. From these facts it 
is evident, the article concludes, that the bar- 
biturates present a hazard that the existing pre- 
cautions against overdosing have not overcome 
and that “the increasing number of these deaths 


would suggest that something more is needed.” 


‘DISTAVAL’ 


TRADE MARK 


NON-BARBITURIC| 


brand of thalidomide 


(ely 
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THE DISTILLERS COMPANY (Biochemicals) LIMITED | 
Broadway House, The Broadway, Wimbledon, London, S.W.19 


Telephone : LIBerty 6600 


Owners of the trade mark ‘Distaval’ 





A SAFE 
ALTERNATIVE 


A letter to the British Medical Journal (October 
3rd, 1959) from a General Practitioner, suggests 
that the new non-barbituric drug ‘Distaval’ 


seems to be “‘a satisfactory sedative and hypno- 
tic in many patients” and that its use “might go 
a long way towards reducing the present annual 
mortality from overdoses of the central nervous 
system depressants currently prescribed,” In 
support of this view the writer gives the follow- 
ing case history: 

A 70-year-old man, suffering from insomnia 
associated with mild senile dementia, took 
twenty-one 100mg. tablets by mistake. No 
specific treatment was given, there was no yomit- 
ing or evidence of respiratory or cardiac depres- 
sion. After 12 hours apparently normal sleep the 
patient woke up, remaining a little drowsy for a 
further 24 hours. 

Since the introduction of *Distaval’ two years 
ago a number of reports have been received of 
cases of gross overdosing with similarly harm- 
less results. On the other hand, no severe toxic 


effects of any kind have been reported 


SAFE and effective 


SEDATIVE AND HYPNOTIC 


As a sedative ADULTS, one 25mg. tablet 2 or 3 times 

a day, INFANTS & CHILDREN, half to one 25mg 
DOSAGE: | tablet I to 3 times a day. 

As a hypnotic ADULTS 50mg. to 200mg. INFANTS 

& CHILDREN 2Sme. t Ome 
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A progestational steroid 
for functional uterine bleeding 


and other disorders 


BRAND OF 
Norethynodrel and 


Ethinyloestradiol 
3-methy! ether 








Available as 10 mg. tablets 
in bottles of 20, 50 and 250 








5 ee High Wycombe, Bucks. 
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when nausea and vomiting pose clinical problems 


fe nt AWA n unsurpassed anti-emetic 


PENTAZIN TABLETS C6 tain 2m 
of 50 and 500. FENTAZIN IN}I LON « 4 mu. pery 
tc.c. Boxes of 5 and 100 ampoule 

Hoy! ALLEN & HANBURYS LTD Bethnal Green London E . 
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In hypertension, the square peg in the square 





hole is ‘DARENTHIN'’; it is the most fitting treatment because it comes 
closer than any previous drug to the ideal. ‘DARENTHIN' causes none 
of the severe parasympathetic side-effects of ganglion-blocking therapy, 
for it acts by selective blockade of sympathetic nerves. No constipation, 
no mouth dryness, no blurring of vision - nothing, in fact, attributable 


to parasympathetic inhibition. 


‘DARENTHIN: 


Bretylium Tosylate 


=> 


— 


BURROUGHS WELLCOME & CO. (The Welicome Foundation Lt.) LONDON 
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\ * Norflex 
A positive approach to skeletal muscle spasm 


NOUS PLEX 


Composition 














Better treatment for | 
muscle pain | 
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muscle strains and pains 
arm muscle spasm 
leg muscle spasm 
back pain 
acute torticollis 
sciatica | 












removes the cause of pain and 


hastens recovery Teo 
by relaxing only the muscle in spasm xa 
(RIKER Riker Laboratories Limited Loughborough Leicestershire 


RK 


prednisolone 
plus 


freedom from gastric irritation 


that’s the extra benefit of 


DELTACORTRIL 


brand of prednisolone 


CNTERIC’ 


‘ At this centre our anxiety on this score 
[the development of peptic ulceration] 
has been greatly reduced during the past 
eighteen months by the use of enteric-coated 
‘* prednisolone " tablets.’ 
Lancet, 1959, i, 1149. 











SCIENCE FOR THE WORLD’S WELL-BEING 


Pfizer Ltd - Folkestone- Kent *Trade Mark PF125/3808 
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ST. ANDREWS HOSPITAL, NORTHAMPTON 


FOR NERVOUS AND MENTAL DISORDERS 
President—Tus EARL SPENCER 
Medical Superintendent—THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are 
suffering from anes mental! disorders, or who wish to prevent recurrent attacks of mental trouble; temporary 
ients, and certi patients of both sexes are received for treatment. Careful clinical, biochemical, bacterio- 
Posical and pathological examinations. Private rooms with special nurses, male or female, in the Hospital or 
in one of the numerous villas in the grounds of the various branches can be provided. 


WANTAGE HOUSE 


This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be 
admitted. It is equipped with all the apparatus for the complete investigation and treatment of Mental and 
Nervous Disorders by the most modern methods; insulin treatment is available for suitable cases. There is an 
Operating Theatre, a Dental Surgery, an X-Ray Room, an Ultra-Violet Apparatus, and a Department for 
Diathermy and High-Frequency treatment. It also ins Laboratories for biochemical, bacteriological, and 
pathological research. Psychotherapeutic treatment is employed when indicated. 


MOULTON PARK 


Two miles from the Main Hospital there are several branch establishments and villas situated in a and 
farm of 650 acres. Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and 
orchards of Moulton Park. Occupational therapy is a feature of this branch, and patients are given every facility 
for occupying themselves in farming, gardening, and fruit-growing. 


BRYN-Y-NEUADD HALL 


The seaside house of St. Andrews Hospital is beautifully situated in a Park of 330 acres, at Lianfairfechan 
amidst the finest scenery in North Wales. On the north-west side of the Estate a mile of sea coast forms the 
boundary. Patients may visit this branch for a short seaside change, or for longer periods. The Hospital has 
its own private bathing Louse on the seashore. There is trout fishing in the park. 

At all the branches of the Hospital there are oricket grounds, football and hockey grounds, lawn tennis 
courts (grass and hard courts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen have 
their own gardens, and facilities are provided for handicrafts, such as carpentry, &c. 

For terms and further particulars apply to the Medical Superintendent (Teleghene: No. 34354, three lines, 
Northampton), who can be seen in London by appointment. 





la lords do 
Mitton EeLAT FOOT? 


... do you prescribe an external wedge on the shoes? 
BUT the wedges soon wear away; and very 
often the child is made to feel self-conscious 
because his shoes look different from other 
children’s. 

Surely it’s more logical to have a wedge 
built-in between the inner and outer sole— 
invisible, and completely unaffected by wear 
or repair of the shoe. That is how Start-rite 
INNERAZE shoes are made; why they are the 
only practical solution to this problem. 
Information from Mr. W. J. Peake, James 
Southall & Co. Ltd., Crome Road, Norwich, 


INVISIBLE 
WEDGE SHOES 
BY START-RITE 


(who make the finest children’s shoes of all types) 
Inneraze Shoes are supplied against medical prescription 
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When anxiety, resentment 
or confusion mar old age 





STELAZINE”* 


restores serenity and preserves 
mental acuity in the elderly patient 


Available in | mg. tablets in containers of 50 and 500 and 
1 ml. ampoules each containing | mg. ‘Stelazine’, in packs of 
12. For severe mental illness 5 mg. tablets are also available. 
FORMULA: ‘Stelazine’ is 2-trifluoromethyl-10-(3’[1"-methyl 
piperazinyl-4”]-propyl) phenothiazine dihydrochloride. 


Ay SMITH KLINE & FRENCH LABORATORIES LTD 
WELWYN GARDEN CITY, HERTS 


SZL:PA70 *Stelazine’ (trade mark) brand of trifluoperazine 
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sterisi| 


TRADE MARK 


controls the major organisms 
in vaginal and cervical infections 


PRESENTATION: 

boxes containing a tube of 
vaginal gel (14 oz.) and six 
disposable applicators. 


ADMINISTRATION: 

one applicatorful (7 mi.) 
every night to a total of 18 
nights. Treatment should 
be continued through 

the menstrual period 


Sterisil Vaginal Gel is particularly 
effective against Trichomonas, 
the organism responsible for a 
large proportion of vaginal and 
cervical infections. 


Hexetidine, the active constituent 
of Sterisil, is a broad spectrum 
bactericide and fungicide effective 
against all common vaginal 
pathogens including those resistant 
to antibiotics and sulphonamides. 


Sterisil is adsorbed by mucosal 
surfaces and persists for long 
periods at the site of application. 
It is stable, non-toxic, odourless 
and non-staining ...and does 
not give rise to resistant strains. 


Sterisil # vaginal gel 


WILLIAM R. WARNER & CO. LTD., EASTLEIGH, HAMPSHIRE 


ster a2i/s 
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Working for the Nation’s Children No. 46 


All’s Well that Ends Well 


An Inspector of the N.S.P.C.C. in talking 
about his work recently said: “ Nowadays 
about one in four of my cases concerns 
parents who come to me with their problems. 
For instance, a short while ago a mother and 
father came to me saying that they would be 
glad if I would call at their home, as they had 
heard that neighbours were saying their 
children were being neglected. They sus- 
pected the reason for this was that they were 
not married. 

“* There was nothing at all wrong with the 
children, and I found that the parents wanted 
to get married, although for various reasons 
this would not have been possible before. I 
suggested they should now go along to the 
Registry Office, which they did. Now they 
are man and wife, and their children have of 
course been legitimised. I think I might 
close this case by saying all’s well that 
ends well ”’. 

Cases like this—an actual case on the files 
of the N.S.P.C.C.—are dealt with frequently 
by the Society; for the scope of the Society’s 
work is very much wider than cases of cruelty 
or gross neglect. If the Society can do any- 
thing at any time to help children whose 
welfare, happiness or future is in jeopardy, it 
will do it. This vital humanitarian work 
depends on your subscriptions and support. 
Please send your contributions to: 


The Director 


N°S°P-C°C 
ROOM 103, VICTORY HOUSE, 


LEICESTER SQUARE, LONDON, W.C.2 


The N.S.P.C.C. helped over 
100,000 children last year 


When advising on Wills and Bequests 
remember the N.S.P.C.C. 


“HASTINGS ana THANET 


| BUILDING SOCIETY 


Every £100 invested for one year 
gives the following yield: 





Equivalent 
yield if you 
y Income 
‘ax at full 
standard 
rate 


Yield per 
annum 
| Income 


| by the 
| Society ; 


i 
34% 43.5.0) £5. 6.1 


increased 
Interest 
Rate 


Type of 
Account 


Trustee 
Deposit | 
Department 
1 
Fully Paid 34% 6310.0) £5.14.3 
| | 


32% £3.15.0 £6. 2.5 
| 

£4°%, including Bonus to 

the regular saver 


Term Shares 
(subject to 6 
months’ notice 
of withdrawal) 





Bonus Savings | 
Shares | 





HASTINGS and THANET 


I g 


Member of the Building Societies’ 
Association. Established 1850 


99 BAKER STREET, LONDON, W.! 


Write or call for free booklet 
Branches and Agencies throughout the country 





| 
| 
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Duromorph 


Long-acting 
morphine Definitely 
aqueous provides 


suspension prolonged 
duration 
of 
analgesia 


SAA 





Initial clinical trials of this aqueous suspension of 
microcrystalline Morphine for subcutaneous or intra- 
muscular injection have shown that a single dose 
induces analgesia in from 10-30 minutes and provides 
a satisfactory continuance of effect for up to 9 hours. 

A sample of Duromorph (1.1 gr. morphine) 
gladly sent on signed request. 

Prescribable on Form E.C.10. 


N.H.S. Price 6s. 9d. per box of 6 x 1.1 gr. 
PEt tte TTT TTT ttt Pte ett tt te tS 


LABORATORIES FOR APPLIED BIOLOGY LTD 
91, AMHURST PARK, LONDON, N.1/6 STAmford Hill 2252/3 
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Contents for September 1960 
Gynecology 


ENDOMETRIOSIS 


By Fohn Howkins, M.B., F.R.C.S., F.R.C.O.G 
Obstetrician and Gynecological Surgeon, St. Bartholomew's Hospital 


PROLAPSE AND ITS MANAGEMENT 
By Samuel Davidson, A.F.C., M.B., F.R.C.S.Ed., F.R.C.O.G 
Senior Obstetric Surgeon, Birmingham Maternity Hospital; Obstetrician and 
Gynecologist, United Birmingham Hospitals; Clinical Lecturer in Obstetrics and 
Gynecology, University of Birmingham 


MALFORMATIONS OF THE FEMALE GENITAL ORGANS 


By C. S. Russell, M_D., F.R.C.S.Ed., F.R.C.O.G 
Professor of Obstetrics and Gynecology, University of Sheffield; Obstetrician and 
Gynecologist, Umted Sheffield Hospitals and Regional Hospital Board 


‘TUBERCULOSIS OF THE GENITAL TRACT IN WOMEN 


By Philip Rhodes, M.B., F.R.C.S., M.R.C.0.G 
Obstetric Physician, St. Thomas's Hospital 


THE PROBLEM OF VAGINITIS 
By Fohn Hamilton, M.B., F.R.C.S.Ed., F.R.C.O.G 
Gynecological Surgeon, Walton Hospital, Liverpool; Climical Lecturer in Obstetrics 
and Gynaecology, University of Liverpool 


THe ETIOLOGY AND TREATMENT OF AMENORRHEA 


By W. R. Winterton, M.B., F.R.C.S., F.R.C.O.G 
Obstetrician and tsynecological Surgeon, Middlesex Hospital; Obstetric Surgeon, 
Queen Charlotte's Maternity Hospital 


THE PROBLEM OF DYSMENORRH@A 


By R. de Vere, F.R.C.S., M.R.C.O.G 
Assistant Obstetric and Gynaecological Surgeon, Westminster Hospital 





CURRENT THERAPEUTICS CLIII.—CHLOROQUINE 


By Fohn D. Arnold, M.D 
Associate Professor of Medicine, University of Chicago 


*SUBSCRIPTION FORM ~~" 7 "7 3" :° 
To the Publishing Dept., THE PRACTITIONER, 5 Bentinck Street, London, W.1 
Please send me The Practitioner post free for one year 
eS ee ee eee number 





SUBSCRIPTION RATES 
British Isles £2 2s. 
Overseas 2 108. 
Canada and U.S.A 7.50 

t 


STUDENTS and first-year practitioners are granted a subscription concession at 
£1 5s. (Canada and U.S.A. $3.75). 


Single copies 5s. each (postage 10d.); Special Numbers 7s. 6d. (postage 1s.). 








I enclose remittance value................ 
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Binding Cases for Vol. 184 (January-June 1960) are now available price 6s. post free 























NEUTRAPHYLLINE 


iroxypropyl-7-theophylline 
J »y 
w theophylline derivative 


SOLUBLE STABLE NEUTRAL 


NEUTRAPHYLLINE has all the properties of dissolved 
theophyllines, but none of their disadvantages. 


It occurs in the form ofa bitter crystalline powder, very 

soluble in water. Its aqueous solutions are neutral in 

reaction. It is completely stable, well tolerated and five 
times less toxic than aminophylline. 


The clinical advantages of NEUTRAPHYLLINE in the 

treatment of angina pectoris, myocardial infarct, coro- 

nary disease, cardiac dyspnoea, hepatic colicand asthma 
are :— 


(a) Intramuscular injections are painless; 

(b) Intravenous injections are perfectly well tolerated, 

(c) Effective oral or rectal administration is possible 
without undesirable side effects. 


NEUTRAPHYLLINE is available in tablet, ampoule and 
suppository forms and aiso in tablet and suppository 
forms in association with Phenobarbital. 


Samples and Literature are available on request 


CONTIN ENTAL 
LABORATORIES LED 


101 GREAT RUSSELL STREET, LONDON, W.C.1 


Telephone: MUSeum 2042-3 and 0626 Telegrams: “TAXOLABS,” Phone, London 
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NEUTRAPHYLLINE 


SOLUBLE STABLE NEUTRAL 


NEUTRAPHYLLINE has all the properties of dissolved 
theophyllines, but none of their disadvantages. 
It occurs in the form ofa bitter crystalline powder, very 
soluble in water. Its aqueous solutions are neutral in 
reaction. It is completely stable, well tolerated and five 
times less toxic than aminophylline. 
The clinical advantages of NEUTRAPHYLLINE in the 
treatment of angina pectoris, myocardial infarct, coro- 
nary disease, cardiac dyspnoea, hepatic colicand asthma 
are :— 


(a) Intramuscular injections are painless; 

(b) Intravenous injections are perfectly well tolerated, 

(c) Effective oral or rectal administration is possible 
without undesirable side effects. 


NEUTRAPHYLLINE is available in tablet, ampoule and 
suppository forms and aiso in tablet and suppository 
forms in association with Phenobarbital. 


Samples and Literature are available on request 


CONTINENTAL 
|-_—— LABORATORIES LTD 


101 GREAT RUSSELL STREET, LONDON, W.C.1 


Telephone: MUScum 2042-3 and 0626 Telegrams: “TAXOLABS," Phone, London 








Safeguard 
BOTH CHILDREN 


by the use of an oral iron 
preparation of low toxicity. 


A new process has been used in the 
manufacture of Ferrodic Tablets 
to ensure stability of ferrous 
carbonate and to promote maximum 
assimilation. Ferrodic Tablets are 
—reduce extremely well tolerated and, being 
many times less toxic than either 
the hazards 4 ferrous sulphate or ferrous gluconate, 
of Bee gastro-intestinal irritation is 
unusual. Furthermore, the risks 
IRON associated with accidental ingestion 
THERAPY 4 by children are reduced. 
® more than 5 times LESS TOXIC than 
with ' ferrous sulphate 
® more than 4 times LESS TOXIC than 


ferrous gluconate 
@ extremely well tolerated 
@ rarely cause gastro-intestinal irritation 
@ easy and pleasant to take 
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SAMPLE OF 100 TABLETS ON REQUEST 
Made in England by ALLEN & HANBURYS LTD LONDON E2 


Printed in Great Britain by F. J. Parsons Limited, Lennox House, Norfolk Street, London, W.C.2, 
published Sy The Practitioner Limited, at 5, Bentinck Street, London, W.1. Registered at the GPO, tor 
transmission at Magazine Rate to Canada. 








